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INTRODUCTION 
1. The Medical Planning Commission was established 
by the British Medical Association with the co-operation 
of the Royal Colleges and thé Royal Scottish Corporations 
in August, 1940, with the following terms of reference : 


To study wartime developments and their effects on 
the. country’s medical services both present and future. 


2. The bodies appointing to the Commission, which 
consists of 73 members, are the British Medical Associa- 
tion, the Royal College of Physicians of London, the Royal 
College of Surgeons of England, the Royal College 
of Obstetricians and Gynaecologists, the Royal College of 
Physicians of Edinburgh, the Royal College of Surgeons 
of Edinburgh, the Royal Faculty of Physicians and Sur- 
geons of Glasgow, the Society of Medical Officers of 
Health, the Faculty of Radiologists, the Medical Women’s 


; Federation, and the Parliamentary Medical Committee. 


The members of the Commission have taken part in its 
work as individuals, and the bodies appointing to the Com- 
mission are in no way committed by this report. Observers 
were appointed by the Ministry of Health, the Department 
of Health for Scotland, and the Ministry of Home Affairs 
for Northern Ireland. 

3. At its first meeting on May 7, 1941, the Commission 
established six main Committees, five dealing with more 
or less clearly defined branches of medical activity, and 
the sixth co-ordinating the work of the other Committees. 
The subject Committees are the General Practice, Special 
Practice, Public Health, Hospitals, and Teaching Hospitals 
Committees. 

4.. The five subject Committees, which have met on 
31 occasions in all, have considered the principles of 
medical organization and reorganization within their 
respective spheres and have submitted reports. The Co- 
ordination Committee has integrated these reports in one 
composite document which was presented to the Commis- 
sion on May 29, 1942. Before discussing any proposals 
in detail or reaching any conclusions the Commission 
presents this draft interim report to the bodies represented 
on the Commission and to the medical profession gener- 
ally. The Commission asks that the interim report should 
be freely discussed by the profession, and that comments 
and criticisms should be made available to it before it pro- 
ceeds to formulate definite proposals on the broad principles 
of medical organization and reorganization. When these 
comments and criticisms have been received the Commis- 
sion will revise and complete the interim report, submit 
it to the Government, publish it, and subsequently work 
out the details either alone or in collaboration with the 
main agencies, Governmental and other, interested in or 
affected by the Commission’s recommendations. The sug- 
gestions contained in the present report should not, 
therefore, be regarded as expressing the Commission’s 
conclusions but as recommendations made to it which the 
Commission as a whole has not yet considered and will 
not consider until the profession has made known its views 
through the usual channels. 


Objects of Reform in Medical Practice and Provision 

5. The Commission has adopted for the purpose of its dis 
cussion the following broad definition of the objects of medical 
Service in this country: 


MEDICAL PLANNING COMMISSION 
DRAFT INTERIM REPORT 


(a) To provide a system of medical service directed towards 
the achievement of positive health, the prevention of disease, 
and the relief of sickness. 

(b) To render available to every individual all necessary 
medical services, both general and specialist, and both domi- 
ciliary and institutional. 


SOME CRITICISMS OF PRESENT MEDICAL SERVICES 


6. The diffusion of responsibility for the country’s health 
services among a number of statutory central and local 
authorities is a weakness of the present administrative system. 
In part the explanation lies in the mode of development of the 
public health services. Originally established to meet the peril 
of cholera in 1831, these services were closely associated with 
public assistance and were centrally supervised or controlled, 
first by a central Board of Health and later by the Local 
Government Board. Then the Local Government Board was 
succeeded by the Ministry of Health as a further expression 
of the policy of central integration. But the intention of Parlia- 
ment in 1919 to bring the school medical service within the 
same ambit was frustrated by the Education Act of 1921, nor 
were any steps taken to transfer to the Ministry of Health the 
health functions of some other Government Departments. Thus 
at the present time civil medical functions are distributed among 
the Ministry of Health, the Board of Education, the Home 
Office, the Ministry of Pensions, the Ministry of Labour, the 
General Post Office, and the Ministry of Supply. 

7. At the beginning of the public health movement such 
local powers and duties as Parliament imposed for the preven- 
tion of disease were at first exercised by the Boards of 
Guardians created by the Poor Law Act of 1834. The Poor 
Law played an important part in the early development of the 
country’s medical services, it helped to reduce the incidence 
of disease among the poor, and it established the principle 
of the provision of domiciliary medical care at the public 
expense for any person who was unable to afford to pay for . 
it. The continued existence of the Poor Law system, however, 
side by side with the system of public health functions 
developed by local government authorities since the Municipal 
Corporations Act of 1835 produced many complications which 
only ended with the absorption of the functions of the Boards 
of Guardians by the major local authorities on the passing of 
the Local Government Act of 1929. 

8. Central government in Scotland has undergone a similar 
process of evolution. ,.The Scottish Local Government Board 
was merged in the Scottish Board of Health in 1919, In turn 
the latter gave place to the Department of Health for Scotland 
in 1929, a civil service department directly answerable to the 
Secretary of State for Scotland. It exercises functions equiva- 
lent to those of the Ministry of Health in England and the 
Welsh Board of Health in Wales. Except for the fact that the 
central administration of the school medical service is within 
its sphere, its contact with the departments responsible for the 
other civil medical services mentioned in paragraph 6 is equally 
remote. 

9. In Northern Ireland no comprehensive Act dealing with 
health matters has been passed since the Local Government 
(Ireland) Act of 1898. The English and Scottish Local Govern- 
ment Acts of 1929 and the English Public Health Act of 1936 
have no counterpart in Northern Ireland legislation. 

10. The fabric of local government has been constantly 
modified during the past hundred years. To-day the county 
borough is the only local government unit which is completely 
self-contained and all-embracing in its public health activities. 
Outside county boroughs, health functions are shared between 
county councils and county district councils. For example, 
while county councils provide general and special hospitals. 
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of the hospitals for infectious diseases. The larger boroughs 
and urban district councils may be responsible for the school 
medical service, but only if they are education authorities for 
elementary education. Either the county council or the dis- 
trict council may be the welfare authority under the Maternity 
and Child Welfare Act of 1918, depending on a more or less 
accidental decision in 1907. Many of the districts are too sma!] 
for the efficient and economic management of some of the 
tasks they have undertaken or have had imposed upon them 
and the same is true of some of the counties ard county 
boroughs. The Public Health and Local Government Acts 
give ample facilities for overcoming this difficulty, but local 
authorities are often unwilling to co-operate and, except for 
Port Health Authorities and in the case of the Cancer Act. 
1939, the machinery for enforcing co-operation is inadequate 


11. Two important statutory medical services are outside 
the province of the major local authorities. In so far as there 
is any local control over the administration of National Health 
Insurance, it rests with the insurance committees of counties 
and county boroughs. District councils have minor functions 
in relation to sanitary conditions in factories, but the main 
responsibility for occupational health lies with the Factory 
Department of the Ministry of Labour. 


12. Similar criticisms have been made of the local govern- 
ment system in Scotland. The country is divided for adminis- 
trative purposes into counties, cities (Edinburgh, Glasgow. 
Aberdeen, and Dundee), large burghs (over 20.000 in popula- 
tion), and small burghs. The small burghs have been left with 
few public health responsibilities since the passage of the Local 
Government (Scotland) Act, 1929. The school medical service 
is entirely in the hands of the councils of the counties and 
the four cities, but the so-called large burghs retain other public 
health functions. The Committee on Scottish Health Services 
mentions as the outstanding defect in local administration “ that 
some of the town and county councils are unable out of their 
own resources to provide economically and efficiently for water 
supplies and «drainage, hospitals, specialist medical and other 
services that, in modern conditions, require large administrative 
units.” They show reluctance to combine, in spite of prolonged 
stimulation from the Department of Health, especially in rela- 
tion to hospitals. 

13. Local health authorities were developed originally to 
administer sanitary services and to control infectious diseases, 
but since the early part of the present century they have 
assumed functions in relation to personal health services—for 
example, in regard to mothers and children, and to persons 
suffering from tuberculosis, venereal diseases, mental disease 
(including mental deficiency), and orthopaedic and other con- 
ditions. The structure and practice of local authorities, how- 
ever, have not been sufficiently modified to adapt them to their 
changing responsibilities. Further, local authorities have often 
developed their personal health services without adequate con- 
sultation with the profession and without consideration of other 
authorities, both State and voluntary, working in the same 
field. 

14. The composition of local authorities is also the subject 
of criticism from the point of view of modern medical services. 
The members of local authorities are elected by the local popu- 
lation on the basis of local interests or political views and not 
necessarily for their competence to deal with the problems of 
modern social services. The rapid advance of medical science 
and the increasing complexity of medical practice have out- 
stripped the ability of the average local councillor to make 
informed decisions concerning the provision and management 
of medical services, and too often policy is determined by 
local politics and personal factors. . 

15. In the field of hospital development there is a need for 
greater co-operation and for machinery to ensure it. The entry 
of the local authorities, in consequence of the Local Govern- 
ment Act of 1929, into the field of general hospital services has 
provided a good deal of new accommodation, but, in spite of 
the opportunity offered for co-operation between voluntary and 
council hospitals, the deficiency and maldistribution of hospital 
accommodation, taking the country as a whole, have not been 
remedied. Lack or insufficiency of co-operation is apparent 
between many voluntary and many council authorities, between 
individual hospitals, and between individual local authorities. 


16. The foregoing criticisms may be summed up in the 
general criticism that there has been no comprehensive national 
health policy to guide legislative and other developments in 
the sphere of medical service. The distribution of executive 
and administrative functions among statutory bodies, both 
central and local, has been haphazard. There are too many 
central and local bodies concerned with one or another aspect 
of the country’s health services, and too little collaboration 
between statutory bodies and between statutory and voluntary 
bodies. There has been insufficient consultation with the 
medical profession, both centrally and locally, on those impor- 
tant aspects of health administration upon which it is well fitted 
to advise. Where advisory machinery, such as the Consultative 
Councils for England and Wales and for Scotland, has been 
created it has rarely been utilized. ‘ 


17. The general public find many grounds for criticism in 
the provision and distribution of medical services. The benefits 
of National Health Insurance are restricted to wage-earners, 
though the needs of the dependants of insured persons and 
other persons of similar economic status are no less. The 
benefits of this scheme are also severely limited in that they 
do not include as statutory benefits consultant, specialist, and 
institutional services. Another complaint is that economic 
status rather than medical need is felt to be too often the 
criterion of eligibility for medical service. The distribution 
of doctors, both general practitioners and specialists, is said 
to be governed more by the economics of the medical profes- 
sion than by the medical needs of the various types of area. 
Consultant and specialist services are not always conveniently 
available, partly because practitioners engaged in them tend 
to concentrate in university centres and the large towns. The 
absence of co-ordination in medical services is a general ground 
of criticism by the public. The patient who requires treatment 
that cannot be given by his own doctor expects that his doctor 
should be able to secure that service for him. In fact, the 
general practitioner is not always provided with the means of 
securing for his patients all the treatment they may require. 


18. The sense of isolation is one of the chief grievances of 
the general practitioner. Many statutory authorities charged 
with personal health functions well within the scope of the 
general practitioner have preferred to exclude him from their 
organization. Hospital authorities, both statutory and volun- 
tary, have often failed to foster his good will and to create the 
machinery necessary for full co-operation and consultation 
with him. In some directions his sphere of professional activity 
has been limited to such an extent as to endanger his general 
efficiency. Though verbal tribute is often paid to the impor- 
tant place of the general practitioner in the pattern of the 
country’s health services, in practice statutory bodies do not 
generally admit him to partnership with them, and even tend 
to widen the gap between official medical services and general 
practice. 

19. There is another form of isolation which the general 
practitioner experiences. The days when a doctor armed only ( 
with his stethoscope and his drugs could offer a fairly com- 
plete medical service are gone. He cannot now be all-sufficient. 
For efficient work he must have at his disposal modern facilities 
for diagnosis and treatment, and often these cannot be provided 
by a private individual or installed in a private surgery. He 
must also have easy and convenient access to consultant and 
specialist opinion, whether at hospital or elsewhere, and he 
must have opportunities for real collaboration with consultants. 
Facilities such as these are inadequate at the present time. 
There must also be close collaboration among local general 
practitioners themselves, for their different interests and experi- 
ence can be of value to each other. Although this need is 
recognized by practitioners collaboration has not been devel- 
oped as it should be. 


20. Other criticisms offered by general practitioners relate 


to the conditions in which they work. There are insufficient 
facilities for regular postgraduate study and the development 
of special scientific and clinical interest. The pressure of work. 
which may be ascribed in part to bad distribution, often leads 
to excessive hours of duty and insufficient holidays. Some 
criticisms of the present system concern finance. A consider 


able capital outlay is required before a doctor can establis 
himself in general practice. 
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whole or a large part of the necessary money find the strain 
very great, and the proportion of practitioners who carry a 
heavy financial burden in their early years is growing. Various 
arrangements have been made by insurance companies and 
others to aid practitioners, but some of them have financially 
crippled the borrower. The absence of any compulsory or 
universal financial provisions for retirement and pensions is 
the subject of complaint. Although such arrangements can be 
made privately by any practitioner who desires them and can 
afford them, it is felt that there should be some organized 
scheme which would give the general practitioner advantages 
in this respect similar to those enjoyed by practitioners in the 
public services. 

21. Other defects result from the existence side by side of 
two essentially different hospital systems—the individualistic 
voluntary hospital depending for its continuance on voluntary 
enterprise and staffed by medical practitioners who in most 
cases receive no direct remuneration for their services, and the 
municipal hospitals administered by local government author- 
ities and staffed by practitioners who are paid officers of the 
local authorities. Many of the differences that exist between 
the two systems—such as the conditions of admission of 
patients and the opportunities offered for professional careers— 
are fundamental, and their continued existence is detrimental 
to the development of an efficient hospital service. 

. 22. These are some of the deficiencies and defects which are 

stated with varying emphasis by the public and by doctors to 
exist to-day. While it is not necessary to accept them all as of 
equal importance or validity, it cannot be denied that there is 
some foundation for most of them. 


DISCUSSION 


Some Principles 

23. What steps should be taken in the public interest to 
improve the community’s medical services as a whole? Any 
proposals for reform must have as their object the largest 
possible measure of improvement in the public health. They 
must aim at improvement in the quantity, the quality, and the 
availability of all types of medical service. Doctors must be 
competent and have time to devote to those medical services 
which they undertake to give. They must have facilities for 
rendering them at the highest possible level of efficiency. The 
public must have access to all services with the maximum 
amount of convenience and comfort. 

24. The reform of the medical and health services of the 
country should include measures for securing that each family 
or individual shall be under the care of a medical practitioner 
who shall be concerned not only with diagnosis and treatment 
but also with the promotion of health and the prevention of 
disease. This involves the integration of the preventive and 
personal health services. It also involves radical changes in 
the country’s administrative machinery and in the training of 
medical students. It assumes that the fusion of public health 
and other forms of practice will result in practitioners in every 
field working in closer contact and accord not only with one 
another but also with dentists, nurses, midwives, sanitary 
inspectors. and other auxiliaries. 

25. While there is general agreement on the objects desired. 
there is difference of opinion as to the best way of achieving 
them. Some maintain that the existing system can be so 
augmented and rearranged as to provide a comprehensive and 
wholly satisfactory medical service. Others argue that the 
ideals of medical service cannot be achieved without radical 
alterations in the basis of existing services, and suggest that a 


whole-time salaried service under Government control is essen-- 


tial. A third group favour a combination of private practice 
and a Government service. There are, however, some funda- 
mental principles of medical service which find general accept- 
ance, and these may be briefly set down before the alternative 
lines of development are discussed. 


The Function of the General Practitioner 
26. There seems to be general agreement with the view 
expressed in 1920 by the Consultative Council on Medical and 
Allied Services of the Scottish Board of Health that the organ- 
ization of the national health services should be based upon 
the family as the normal unit and on the family doctor as the 
normal medical attendant and guardian. The first essential is 


not institutional but personal service, such as can be rendered 
by a family doctor who has the continuous care of the health 
of the families under his charge. To him they will turn for 
advice and help. He will afford them such professional ser- 
vices as he can render personally, and will make it his duty 
to see that they obtain full advantage of all the further 
auxiliary services that may be otherwise provided. 


Co-operation in General Practice 

27. Diverse as are the views on the organization of medical 
services, there is general agreement that co-operation among 
individual general practitioners in a locality is essential to 
efficient practice under modern conditions, though views vary 
on the form of the co-operation. The principle of the organ- 
ization of general practice on a group or co-operative basis 
is widely approved. A convenient term for the focal point of 
co-operation is “ health centre.” The general suggestion is that 
there should be available at local health centres certain facilities 
for diagnosis and consultation and, in appropriate areas, facili- 
ties for the work now undertaken by general practitioners at 
their own surgeries and for much of the work now undertaken 
at local authority clinics. The nature and functions of a health 
centre are discussed more fully later in this report. 


Free Choice 

28. Some of the proposals for reform appear at first sight 
to abolish or limit the principle of free choice, which has 
hitherto been regarded by many people as fundamental to 
efficient medical practice and to the proper relationship between 
doctor and patient. It is recognized that there are parts of 
the country where for geographical reasons free choice of 
doctor cannot in fact exist, but that does not affect the basic 
principle. Many of the reasons that bring a patient to a doctor 
are of psychological origin or involve a psychological factor. 
A good doctor is as much a friend as a clinician. Unless he 
has the confidence of his patient he starts with a handicap which 
renders successful treatment less likely. A patient who is 
repelled by a doctor, or a doctor who is repelléd by a patient, 
should not be required to continue the association. For these 
and other reasons it is agreed that as wide a measure as 
possible of free choice, including the right of a patient to 
change his doctor and of a doctor not to accept a patient, is 
essential to a successful medical service. 


Hospital Reform 

29. There is general agreement that the present unco- 
ordinated hospital services should give way to a unified hospital 
system. Many plans for unification have been put forward, 
but few of them enter into great detail or face the practical 
difficulties involved. A number of reformers, for example. 
propose a complete State-controlled medical service which 
would presumably absorb the present voluntary hospitals. 
Others advocate the creation of a national hospital corporation 
to take over both the voluntary and council hospitals and 
organize them in a single system. The voluntary hospitals, 
however, embody traditions and standards of service which 
should not be allowed to disappear. At the same time it is 
recognized that the potentialities of the council hospitals are 
great and that they should be developed. The general view 
is that from the two separate hospital systems there should 
be evolved one co-ordinated system, unified centrally and 
locally, and embodying the best features of both systems. The 
hospital services, the personal health services, and the general 
practitioner services should be closely linked. 
30. The organization of all hospital services on a regiorial 
basis is generally favoured. The idea of regionalization of 
hospital services is not new. The regionalization of voluntary 
hospitals, whereby over a given area one authority would 
supervise and correlate hospital arrangements and needs, was 
suggested in the report of the Voluntary Hospitals Committee 
as long ago as 1921. For several years the Department of 
Health for Scotland has advocated joint action for hospital 
purposes by local authorities and voluntary bodies over wide 
regions with teaching centres as their bases. The British 
Medical Association has urged the grouping of hospitals round 
a central or base hospital, while the Voluntary Hospitals Com- 
mission, set up by the British Hospitals Association in 1935, 
recommended the division of the country into hospital regions 
with the formation in each region of an Advisory Council, and 
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the formation of a Central Council, also advisory, to correlate 
the work of the regions. But perhaps the greatest stimulus 
towards voluntary regionalization has come from the Nuffield 
Provincial Hospitals Trust, which was formed in 1939 fo pro- 
mote in the Provinces co-ordination of hospital services on a 
regional basis. The principle of regionalization on a large scale 
has been a prominent feature of the Emergency Medical Service. 


Possible Lines of Development of Medical Services 

31. Division of opinion is exhibited in the types of pro- 
posals for such reform as will remove the defects and de- 
ficiencies of the present system. The three main types— 
namely, the improvement and development of the existing 
system, the whole-time salaried medical service, and the inter- 
mediate schemes—are briefly outlined below. The question 
of hospital reform is dealt with in a subsequent section. 


Development of the Existing System 

32. It is logical to set out first the view of those who 
believe that, in spite of the admitted defects and omissions 
of the present system, an endeavour should be made to build 
for the future on the existing foundations rather than to devise 
an entirely new structure. It is maintained that the present 
system is the natural product of the country’s social evolution 
and is suited to the native genius. The National Health Insur- 
ance system has stood the test of 30 years and has proved itself 
fundamentally sound, efficient, and capable of development. 
The best-known exponent of this view has been the British 
Medical Association. whose policy was described in its “ General 
Medical Service for the Nation.” 

33. The scheme provides for a complete general medical 
service with domiciliary, institutional, maternity, consultant and 
specialist, and auxiliary services. It proposes the inclusion in 
the National Health Insurance scheme of the dependants of the 
present insured persons, those at present receiving domiciliary 
medical attendance through public assistance machinery, and 
other persons, with their dependants, of an economic status 
similar to that of the present insured persons. It is estimated 
that these groups constitute approximately 90% of the popula- 
tion. For the purpose of administration the supporters of 
this view envisage the enlargement of the unit of health 
administration, efficient co-ordination between the different sec- 
tions of the medical service, and the creation of medical 
advisory committees representative of the whole profession in 
each area. Central medical committees would be maintained 
for the purpose of central consultation or negotiation. The 
relation of the general practitioner to the State would remain 
substantially as it is at the present time. 

34. Until recently the conception of health centres for 
general practice had not usually been associated with the policy 
of maintaining the present system, but the supporters of this 
policy see no reason why, if the health centre idea is acceptable 
to the public and the profession, it should not be applied in 
suitable form to the existing system. Similarly, the conception 
of regionalization can equally well be applied to the existing 
system, and even the proposal for a national health board or 
corporation as the central authority could be. introduced with- 
out any fundamental break with tradition. 

35. The opponents of such evolutionary development main- 
tained that the defects of the present system are inherent and 
cannot be remedied except by a radical change in the struc- 
ture. They say that efficient service cannot be obtained from 
a system where doctors compete for patients, where practice 
and partnership arrangements are on a business basis, and 
where general practices are bought and sold—an evil which 
would be aggravated by the extension of National Health 
Insurance. This last criticism, however, relating to the sale 
and purchase of practices, is also made by some of the sup- 
porters of evolutionary development. The opponents of the 
present system further maintain that existing conditions breed 
suspicion and resentment and friction between doctor and 
doctor, and between the doctor, the hospital, and the public 
health authority. 


A Whole-time Salaried Medical Service 
36. The advocates of a whole-time salaried service base 
their plan on the thesis that the provision of a medical 
service, like that of an educational service, is a function of 


the State, that competition in private medical practice is un- 
desirable and should in time become unnecessary. If the 
objects defined by the Commission (para. 5) are to be ful- 
filled there must be provided a complete preventive and 
curative service, and no question of inability to pay should 
deter people from obtaining all the benefits inherent in these. 
While it is possible to finance the scheme either by insurance 
methods or State funds, the actual provision of the service 
should be without direct charge upon the patient. The service 
should be nationally planned and controlled but administered 
by regional authorities covering large areas and giving full 
representation to the medical profession on advisory councils, 
local, regional, and central; and also providing elasticity and 
freedom from bureaucratic control in the local health units. 
The doctor would become a salaried officer with all the bene- 
fits which this implies. His advancement and remuneration 
would be related io length of service and merit and to the 
nature and responsibilities of the post held. 

37. This health service would be organized locally through 
a system of health centres so placed and staffed as to meet the 
needs of the population, linked with the hospitals and all 
specialist services. Health centres would replace, except in 
remote areas, the doctors’ surgeries; organize the work of 
practitioners and consultants and carry out the work of certain 
existing clinics; organize the work of the ancillary services, 
and carry out health education. : 

38. The opponents of a whole-time salaried medical service 
say that while direct Government control of some aspects of 
public service may be practicable, it does not follow that it is 
desirable in so personal a service as medicine. Each type of 
service must be judged on its own merits. The opponents of 
a whole-time Government salaried medical service also fear the 
intrusion of politics, both national and local, into the field of 
medical service, an intrusion which they maintain would be 
disastrous. They hold, further, that the “cold hand” of 
bureaucratic control, with the doctor acting under the orders 
of superior officers, whether medical or lay, would be inimical 
to the wise and humane administration of a personal health 
service. The free-lance doctor turned civil servant, they say, 
would suffer a diminution of his sense of personal responsibility 
for his patient, and he would lose the spur to improved pro- 
fessional work and research. A profession of routine “safe 
men” would be to the detriment of the country’s health and 
medicine might cease to attract the proportion of first-class 
men it has attracted hitherto. 

39. The apprehension that in a whole-time salaried service 
the posts carrying the highest salaries and status would be 
administrative is another ground of objection. If this fear is 
justified the choice before the practitioner would be whether to 
aim at a higher salary and divorce himself from clinical 
medicine for which he was trained or to continue in clinical 
medicine and be content with a lower salary and status. 

40. While a method of whole-time appointments would give 
practitioners a measure of security they do not at present en- 
joy, it has many critics. These point out that, human nature 
being what it is, the desire to improve one’s status and one’s 
income is the mainspring of most human effort. As a general 
rule it is not absent in the whole-time officer ; the prospect of 
promotion or of transfer stimulates him. But, whereas in 
existing private practice the doctor’s prospects of material pros- 
perity depend upon the verdict of the patient—the only person 
who can directly assess, however imperfectly, the service his 
doctor is rendering to him—in whole-time public service an 
administrative officer or a committee of persons of varying 


‘ capacity are the arbiters. Competition to secure the favour of 


superior officers or committees involves dangers no less great, 
if not greater, than those of competition to attract patients. 
41. The direct servants of preponderantly lay bodies 
naturally tend to agree to and promote projects which they 
themselves would not have propounded. The relation of 
master and servant sometimes leads to an unconscious loss of 
independence of thought and sometimes even to a cynical toler- 
ance of lay opinions and policies. No branch of the profes- 
sion is free from the trammels of the circumstances in which 
it works, but perhaps whole-time medical officers are more 
bound by them than private practitioners. It is of this danger 
that the opponents of a whole-time salaried medical service are 


| ay 
| st 
j se 
st 
m 
gl 
M 
D 
be 
al 
of 
ce 
al 
sa 
at 
at 
de 
a 

th 
w 
‘ 
| 
i bi 
m 
in 
al 
di 
de 
i as 
fu 
of 
m 
N 
m 
| re 
fo 
Ww 
| 
m 
m 
at 
fis 
by 
| : 
ac 
pl 
al 
Vi 
cc 
au 
bi sil 
of 
i 

. 
til 
| ol 
Ww 

— 
ct 
Se 
fe) 
PI 
d 


*rvice 
>rvice 
stered 
full 
incils, 
and 
units. 
bene- 
‘ation 
o the 


rough 
>t the 
id all 
pt in 
rk of 
ertain 
‘vices, 


2rvice 
cts of 
t it is 
pe of 
its of 
ar the 
‘Id of 
Id be 
orders 
imical 
nealth 
y say, 
ibility 
1 pro- 
safe 
h and 
t-class 


ervice 
Id be 
ear is 
her to 
linical 
linical 


d give 
nt en- 
nature 
one’s 
eneral 
ect of 
eas in 
| pros- 
person 
ice his 
ice an 
arying 
our of 
great, 
nts. 
bodies 
h they 
on of 
loss of 
| toler- 
profes- 
which 


more 
danger 
ice are 


JUNE 20, 1942 


REPORT OF MEDICAL PLANNING COMMISSION 


747 


MEDICAL JOURNAL 


apprehensive, though their apprehensions might be lessened if 
governing bodies were differently composed. 

42. The validity of some of the advantages offered by the 
supporters of a whole-time salaried medical service has been 
questioned by some persons. For example, the factor of 
security is widely held to be one of the main advantages of 
such a service. The critics point out that although medicine 
might be a Government service the Government would not 
guarantee a post to every person qualifying in medicine. 
Moreover, although civil servants in the central Government 
Departments at present enjoy security of tenure subject to good 
behaviour. most officers appointed by local government 
authorities do not. Their appointments are subject to a period 
of notice on either side, and an officer may be displaced as a 
consequence of changes in the functions and duties of the 
authority. 

43. Again, it seems to be assumed that under a whole-time 
salaried service a practitioner’s hours on duty would be fixed, 
and outside those hours he would be under no obligation to 
attend patients. The opponents of the scheme argue that 
definite and fixed hours of duty could not operate in so personal 
a service as medicine as they do in many other occupations. If 
a patient selects or is given a practitioner as his family doctor 
that practitioner remains responsible for the health of the 
patient. and the time of illness will not necessarily coincide 
with the doctor’s periods of duty. He must maintain a con- 
tinuous responsibility. 

44. Another difficulty pointed out by opponents of a whole- 
time salaried medical service is that, by making medicine a 
branch of the civil or local government service, the professional 
medical organizations might suffer the disadvantages observable 
in certain organizations composed of whole-time officers which 
are unable in practice. if not in theory, to act with entire free- 
dom from official influence. It is maintained that the indepen- 
dence of the professional medical organizations is a very real 
asset to medical practitioners in all branches of practice. A 
further disability, under present law, of whole-time salaried 
officials is that they are disqualified for public service as elected 
members of the bodies which appoint them. 


The Intermediate Schemes 

45. Some people who think that a mere extension of the 
National Health Insurance system would be an inadequate 
measure of reform are yet not prepared to go so far as to 
recommend a whole-time salaried medical service. They there- 
fore suggest a service intermediate between the two which 
would be based primarily on part-time salaried public service 
with opportunities for private practice. The following outline 
may be taken as a typical intermediate scheme. Domiciliary 
medical service for persons with incomes below a certain level. 
with their dependants, would be free ; persons whose income is 
above the standard “free” level but below another standard 
figure would have the option of “ contracting in” to the service 
by making payments at regular intervals to a contributory 
scheme. The young practitioner entering general practice would 
act as assistant and receive a salary. The salary of the 
principal would depend upon the number of “ public” patients 
allocated to him, and this in turn would be dependent inversely 
upon the number of his private patients. The scheme also pro- 
vides for the appointment of district medical officers with 
supervisory and consultative functions. An ad hoc regional 
council composed of full-time salaried representatives of local 
authority hospitals and the local profession would be respon- 
sible directly to the central authority for the proper functioning 
of the domiciliary medical service in its area. The cost of the 
service would be a direct charge on the Exchequer. 

46. To a proportionate extent the objections to a whole- 
time salaried medical service apply to this scheme. The main 
objection is to the direct administration by the Government 
with the consequent atmosphere of officialism. 

The Majority View 

47. The majority view of the Committees which have dis- 
cussed this matter is against a whole-time salaried Government 
service. It is felt that some of the advocates of a whole-time 
salaried medical service tend to paint an unduly gloomy picture 
of present-day medical practice. There have been great im- 
provements in ethical and professional standards since the intro- 
duction of National Health Insurance, and, with certain 


ameliorations and increase of opportunity, the conditions 
under which the bulk of practitioners work are conducive to 
efficiency. It is felt by the majority that, while there is obvious 
and urgent need for an improved organization and for the en- 
largement of the scope and content of the service at present 
provided by the State, these changes could be achieved with- 
out any violent break with the traditional basis of medical 
practice. The defects are defects in the present system, not of 
it. It is not necessary to introduce a whole-time salaried 
medical service to achieve the reforms which supporters of that 
method maintain are necessary. The quality of individual 
service would not necessarily be improved by the replacement 
of a variable income by a fixed income or by the substitution 
of the State for the individual in the selection and employ- 
ment of a doctor. Team work, correlation and co-ordination. 
easier opportunities for regular postgraduate study, pension 
schemes. and freedom from financial worry could be 
achieved without recourse to a whole-time salaried service 
administered by the State. 


48. The majority view is that it is essential to bear in mind 
the fact that we could not, if we would, start with a clean slate. 
There have grown up in recent years types of medical service 
which, although unrelated and uncoordinated. are efficient 
within their own fields and cannot lightly be discarded or 
ignored. What is wanted is the adaptation, augmentation, and 
reorientation of existing services so as to integrate them into a 
co-ordinated whole. National Health Insurance has proved a 
greater success than was anticipated either by its supporters or 
by its opponents. To-day it is an integral part of the social 
structure. Its medical service contains features which have 
proved to be essentially sound, such as free choice of doctor, 
the minimum of interference by the State, and the central 
negotiation of terms and conditions of service. Whether it 
remains contributory or not is a matter for the community as 
a whole to decide. But that its essential features should be em- 
bodied in any national medical service is the opinion of the 
majority. 

49. The majority view having been ascertained, the next 
step is to work out a scheme for co-operative general practice 
in health centres which is envisaged as ultimately the main 
agency for non-institutional personal health services in an 
ordered and comprehensive medical service. There are, how- 
ever, certain radical alterations in administration, the accep- 
tance of which is regarded as an essential condition to the full 
adoption of proposals for co-operative medical practice. 


PROPOSALS 
Administration 

50. This group of proposals is set out first as it is regarded 
as fundamental to the whole plan. Unless and until the main 
features of the structural changes find expression in legislative 
action, the other reforms here recommended will be denied the 
foundation they need. This is not to say that considerable 
progress cannot be achieved in a comparatively short time by 
interim measures. 


Central Administration 

51. A central authority should be established to be concerned 
solely with all the civilian medical and auxiliary services of 
the country. This authority may be a Government Depart- 
ment in the usual sense or it may be a corporate body formed 
under Government auspices and responsible through a Minister 
to Parliament. It should have a medical practitioner as its 
chief officer. It should deal with civilian medical and ancillary 
health services, including general practitioner, hospital, and 
public health services, industrial health services, and the 
medical treatment of pensioners. These proposals for the 
establishment of a central authority extend to Scotland as a 
separate national unit. 

52. If the departmental method is adopted there should be 
established either a Central Medical Advisory Committee to 
advise the Minister, or a Central Medical Services Board with 
both advisory and executive functions. If the former proposal 
is adopted the Central Medical Advisory Committee should have 
a statutory basis and should meet regularly to advise the 
Minister on medical matters within the scope of his functions, 
but not including those matters which properly fall to be dealt 
with by negotiation between the Minister and the organized 
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body of the profession, such as the terms and conditions of 
service. The chief officer of the Minister should attend the 
meetings of this Central Medical Advisory Committee and 
take part in its discussions. The alternative is a Central 
Medical Services Board which is predominantly medical in its 
composition. In addition to advising the Minister it would 
have executive functions in regard to the entry of the pro- 
fession into the public medical service, disciplinary machinery, 
superannuation arrangements, and possibly postgraduate and 
refresher course arrangements. Whichever method is adopted a 
similar arrangement should be made in relation to the Scottish 
central authority. 

53. If the method of the corporate body is followed, the 
controlling body should be executive in character, responsible 
only on matters of major policy to a Minister, and pre- 
dominantly medical in composition. 

54. The central health authority would be responsible for 
the formulation and administration of national health policy 
and the terms and conditions of service, which would be national 
in their operation. It should control and administer the funds 
provided by the Government for medical services. The money 
available for medical services should be’ maintained as a 
separate fund to be devoted wholly to these services. 


Local Administration 


55. The local administrative body would be concerned with 
administration within the framework of the policy laid down 
at the centre. It is important to emphasize that the formula- 
tion of policy should be the responsibility of the central 
authority. The local authority should be purely administrative. 

56. The system under which local authorities adminisier in 
detail a broad national policy decided by the central Govern- 
ment is deeply embedded in the social fabric of this country. 
There is, however, general agreement that many of the existing 
local units are too small or too poor, or both, to administer 
such services efficiently. The efficiency of hospital, medical, 
and allied services, including the environmental and personal 
health services, as well as their co-ordination with other local 
government services, could be secured by the creation for all 
local government purposes of elected authorities for new areas 
with populations much larger than those of most of the exist- 
ing major local authorities. The extent of such new areas 
should depend partly upon lines of communication to and from 
convenient centres, and partly upon areas having populations 
large enough to justify self-contained services which are both 
comprehensive and well balanced. The population of such 
areas should as a rule be not less than 500,000. 

57. But size of itself is not enough. Such new iocal authori- 
ties, hereafter called Regional Authorities, should be required 
by statute to delegate the administration of hospital and other 
medical, health, and allied health services to a committee or 
committees, containing non-elected members with knowledge 
and experience of such matters. including an adequate repre- 
sentation of the medical profession. In relation to each 
Regional Authority there should be established by statute an 
Advisory Medical Committee which should meet regularly and 
advise the authority on medical matters. The chief medical 
officer of the area should attend meetings of this regional 
Medical Advisory Committee and take part in the dis- 
cussions. 

58. An alternative is the compulsory establishment by legis- 
lation of Regional Councils. representative of the local authority 
or authorities in the region and including nominees of the 
central authority, representatives of voluntary hospitals, and an 
adequate representation of the medical profession. These 
councils would assume the responsibility for the local ad- 
ministration of health services. They would have executive 
powers and a certain measure of financial control, and they 
would have direct access to the central authority. On any 
subsidiary committees established there would be an appropriate 
representation of the medical profession or voluntary hospitals, 
or both. The medical advisory arrangements set out above 
would obtain. Under this proposal, even if the boundaries of 
local authorities were in fact modified so as to make their areas 
suitable regions for the purposes of hospital and personal health 
services, there would still be a need for a regional council which 
would have the right to report direct to the central authority. 


59. The general principles for local administration submitted 
in the foregoing paragraphs extend to Scotland as a separate 
national unit. 

60. It is recognized that it will be necessary to amend the 
existing law in order to permit medical practitioners to act as 
members of local authorities while participating in the medical 
services outlined in these proposals. 


Group Medicine and Health Centres 


61. Some of the difficulties that beset the general practitioner 
to-day arise from the rapid advance of medical science and the 
increasing complexity of medical practice. Others are due to 
the isolation of the general practitioner from consultant and 
specialist services, from hospital services, from public health 
services, from administration, and from his own colleagues : to 
the failure of public authorities adequately to recognize the 
value of the general practitioner ; and to the continuance of 
traditional individualism into an age where division of labour 
and co-operation are essential factors in social service. 

62. At the present time the single-handed practice or partner- 
ship is usually conducted from a doctor’s private residence. 
Certain rooms are used for professional purposes, and personal 
or borrowed capital is invested in equipping the practice with 
apparatus and in keeping it up to date: additional domestic 
staff is employed to keep the surgery and: waiting rooms clean 
and to deal with callers ; the secretarial work and record-keep- 
ing are done by the doctor himself or a secretary employed for 
the purpose ; dispensing, if done at the surgery. is undertaken 
either by the doctor or a dispenser employed by him. This 
arrangement is repeated many times over in a fairly well 
populated district. 

63. Greater efficiency and economy would be secured and 
less expense incurred if groups of practitioners would co- 
operate to conduct a single centre at which all of them would 
see their own patients and share equipment and the services of 
secretarial, domestic, and dispensing staff. The value of the 
practitioner to his patients would gain immeasurably from his 
close and constant contact with his colleagues. 

64. Group or co-operative general practice is desirable, 
though some variation of the organization would be necessary 
in sparsely populated areas. In the following paragraphs a 
scheme for group practice is outlined which it is believed would 
be workable in many areas and which would go far to meet the 
defects of the present system. 

65. Before setting out the model scheme reference may be 
made to a number of proposals already put forward for 
“health centres.” In these schemes there is much divergence 
of opinion on the nature, scope, and functions of a health centre. 
In the Interim Report of the Consultative Council on Medical 
and Allied Services, 1920. a scheme of primary and secondary 
health centres was outlined, the primary health centre being * an 
institution equipped for services of curative and preventive 
medicine to be conducted by the general practitioners of the 
district, in conjunction with an efficient nursing service and with 
the aid of visiting consultants and specialists.” The report 
suggests that accommodation should include wards for various 
purposes, an operating room, radiography rooms. a laboratory 
for simple investigations, and a dispensary. 

66. The health centre scheme of supporters of a whole-time 
salaried medical service involves the conception of a health unit 
in which the health centres would be linked with the hospitals, 
assume the duties of certain special clinics, co-operate in matters 
of public health, and ensure for all a complete domiciliary 
consultant and institutional service. 

67. Another scheme of group medicine envisages a group of 
general practitioners working together at a local centre rented or 
owned by them. The accommodation at the centre would in- 
clude consulting and waiting rooms. a pathological room. a 
theatre for minor surgery, and possibly a small x-ray depart- 
ment. The staff would consist of principals, who would receive 
remuneration on a capitation basis with a percentage bonus for 
experience and special qualifications, and probationers paid by 
fixed salary. The financial and medical arrangements would 
be in the hands of a medical committee consisting of all the 
principals. 

68. A third proposal advises the continuance of the partner- 
ship system in a health centre plan, the centre being regarded 
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simply as a communal partnership surgery. The receipts would 
be pooled and the net income shared as in a partnership. 

69. In the preparation of the following model scheme the 
essential factor has been borne in mind that, while the health 
centre must on the one hand preserve the professional inde- 
pendence of the co-operating general practitioners, it must on 
the other hand be capable of becoming an organized unit in an 
integrated medical service. The alternative lies between a 
voluntary co-operative enterprise, organized and administered 
privately by the co-operating practitioners, and a health centre 
which would be provided by a statutory health authority and 
would constitute an officially recognized unit in a comprehensive 
service administered by that authority. The defects and diffi- 
culties arising out of the optional character of the voluntary 
arrangement lead to the choice of the statutory scheme, which 
would secure rather than merely invite the integration of per- 
sonal and preventive services. In some areas practitioners may 
wish to anticipate a statutory scheme and establish health 
cenires by voluntary co-operation. Such experimental centres 
would demonstrate the value of co-operative practice and 
would prepare the way for. or might even render unnecessary. 
the local adoption of a statutory scheme. In any case, the 
introduction of a national statutory scheme must proceed 
gradually, area by area. in the light of geographical and other 
local conditions. 


Model Health Centre 


The paragraphs that follow contain suggestions for a standard 
form of health centre that may be adapted to suit local 
conditions. 

Provision of Centre.—The health centre being an official part 
of a regional authority’s comprehensive medical service. the 
building and equipment would be provided or approved by that 
authority. 

Clientele.—\lt is recommended that a State scheme of medical 
service should be provided for all persons with incomes within 
the current National Health Insurance limits and for their 
dependants, in effect for about 90° of the population. The 
general medical care of these persons would be undertaken by 
general practitioners of their choice either at the centre or in 
their own homes. Persons outside the scheme would attend at 
the centre or at the practitioner's private residence or would be 
visited in their own homes as mutually arranged. 

Service Available.—General practitioners would attend at the 
centre at hours convenient for their patients and would pay 
domiciliary visits from the centre. They would undertake ante- 
natal, natal, and post-natal work : they would take part in infant 
and child welfare and the school medical service: they would 
arrange consultations with specialists, some of whom might 
attend at the centre: and they would be associated with the 
local hospitals. The work of the centre would be preventive 
and educational. as well as curative. Midwifery, nursing. and 
auxiliary services would be available at or through the centre. 
midwives, health visitors. and district nurses working from the 
centre. The centre should have ready access to an x-ray and a 
pathological department at the centre or elsewhere, these de- 
partments being under proper specialist supervision, Dispensing 
might continue on the present National Health Insurance lines 
or be arranged at the centre, but in any case a dispensary ser- 
vice for drugs. etc., required by the practitioner for immediate 
application would be conducted at the centre. A communal 
service would be maintained for record-keeping and secretarial 
work. 

Accommodation.—The accommodation could include: (i) A 
consulting room for each doctor working at the centre at any 
one time. (ii) Waiting rooms. There might be several 
moderate-sized waiting rooms. which would be used in common 
and not allocated to particular practitioners. (iii) A small 
theatre for minor surgery within the competence of a general 
practitioner. (iv) A small x-ray depariment. (v) A’ patho- 
logical room for simple diagnostic investigation. There would 
be accommodation for a resident caretaker and for secretar‘al 
work and records. 

Size and Area—The area covered by the centre would not 
be too large. partly in order that patients should not be required 
to travel far. The number of practitioners co-operating to pro- 
vide the service would depend upon the size and nature of the 
area served. but it would normallv be from 10 to 12 in urban 
areas and 6 to 8 in mixed areas. 

Free Choice.—The citizen would be allowed to choose his 
health centre within a reasonable distance and he would select 
a doctor from those working at the centre. The doctor would 
have the right to reject a patient he did not wish to attend. 
He would work at one centre only. 
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Medical Staff —The medical staff would consist of a number 
of principals and assistants. Each principal would have his 
own list of persons who select him. The principals would 
attend at the centre at arranged hours just as they now hold 
surgeries at their private residences, they would attend patients 
in their homes, consult with specialists, take part in hospital 
work, and hold sessions for * public health * duties, such as the 
treatment of school children. Hours of duty would be arranged 
so that normally each principal would have a _ reasonable 
amount of leisure. Periods for holidays and for compulsory 
regular postgraduate study would also be arranged. A rota 
would be prepared so that one doctor was always available 
tor night calls or emergencies during the day. At each centre 
there would be a number of assistants, normally junior practi- 
tioners gaining experience. The assistants would be appointed 
to the centre and not to an individual principal. Their work 
would be decided by the committee of principals, but in general 
they would help and deputize for the principals. It is estimated 
that in a centre staffed by 12 doctors at least one would be an 
assistant. 


Local Authority Services~-The medical staff as a whole 
would assume responsibility for the ante-natal, post-natal, infant 
welfare, and school medical work which is at present rendered 
by the medical staff of local authorities. This work, like all 
other work within the competence of the general practitioner, 
would be within the “contract” of the practitioner appointed 
to the service. A practitioner undertaking midwifery cases 
would undertake the ante-natal and post-natal work of his own 
patients in association with the midwife. Delivery would take 
place in the home or in a maternity home. Where normal 
cases were attended by the midwife, the doctor would remain 
available in case of need. Abnormal cases. in the ante-natal, 
natal, or post-natal phases. would be referred to a specialist or 
admitted to hospital. The operational headquarters of the mid- 
wives would be the health centre. The infant welfare work 
would be organized on educational and preventive lines. as at 
present. Health visitors and district nurses, like midwives, 
would be based on the centre. and they would assist in all the 
work of the centre. Medical treatment of school children, 
including the treatment of minor ailments. would be under- 
taken at the centre probably by one or two members of the 
centre staff, aided by school nurses or health visitors. Immuniza- 
tion would also be carried out at the centre. Work in tuber- 
culosis, venereal diseases. mental deficiency. orthopaedics. child 
guidance. and in other such specialized branches would not be 
undertaken at the centre or by the centre staff but at special 
clinics with specialist staffs. 

Conditions of Service of Medical Staff.—The terms and con- 
ditions of service for both principals and assistants in respect 
of persons covered by the scheme would be on a_ nationally 
agreed basis. A condition would be made that terms of service 
should not be altered without full and proper consultation with 
the organized medical profession. Remuneration would be 
paid directly from public funds, and tke sale and purchase of 
practices by practitioners within the scheme would cease. The 
terms would include provision for superannuation, dependants’ 
pensions, and disablement allowances. 


Entry to Service —As soon as local conditions. including the 
provision of centres. permit, existing practitioners would he 
invited to form themselves into groups to provide a nucleus for 
a health centre service. They would be offered compensation 
for loss of capital in the form of guaranteed non-contributory 
retirement and death pensions. Practitioners over the maxi- 
mum age would be able to translate the canital value of their 
practices into an annuity without actually working at the centre. 
In areas where no health centres were formed practitioners 
would be given an opportunity to commute their practices into 
pensions. In the case of practitioners who retained a certain 
amount of private practice the value of such practice would be 
taken into consideration in assessing the amount of compensa- 
tion. When existing practitioners were absorbed vacancies 
would be advertised and new appointments would be made to 
the service by or on the authority of the regional authority 
after consultation with the medical committee of the centre 
concerned. In making appointments preference would be given 
so far as possible to the entrant’s choice of centre. subject to 
the existence of a vacancy in the establishment. 


Assistants.—A practitioner appointed as assistant would hold 
that post for a specified period and would receive a salary 
according to a scale. At the end of that period he would be 
entitled. subject to satisfactory service, to promotion to 
principal in either the same or another centre. 


Principals.—The remuneration of a principal would consist 
of three parts: (a) A basic salary with special additions for 
special qualifications and length of service : (b) a canitation fee 
related to the number of persons or families on his list : (¢) any 
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fees received in respect of services not covered by the capitation 
fee, whether undertaken at the centre or not, and any salary 
received for work outside the scope of the service. 

Principals’ Lists—A principal would accept patients for his 
list up to a prescribed maximum number. When a principal's 
post became vacant and a new appointment was made, the 
persons on the list of the retiring or deceased principal would 
be invited to choose a new doctor from among all the principals, 
including the newly appointed principal: they would be 
requested to make a definite choice. In this way the new 
principal would probably begin a list of his own. 

Administration.—As an organized unit of medical service the 
centre should be provided with proper arrangements for internal 
administration. For this purpose the principals should form 
themselves into a committee, elect a chairman, and meet 
regularly to consider all matters affecting the conduct of the 
centre. These will include questions of internal organization. 
admission of principals, appointment of assistants, the con- 
sideration of complaints and disputes, questions affecting the 
visits of consultants and specialists, the acceptance by principals 
of outside appointments, and the relations of the centre with 
local or regional authorities, hospitals, and other bodies. It 
might be advisable to elect one principal to act as medical 
superintendent of the centre for the purpose of exercising 
general supervision over the day-to-day work. Some payment 
should be made to the practitioner for these duties. 


Rural Areas 

70. The form of health centre suggested above is primarily 
applicable to urban and mixed areas, but its principles are also 
applicable. with suitable variations, to rural areas. The health 
centre in a sparsely populated rural area would in fact be a 
one-man centre and the centre would probably be located at 
the practitioner’s residence. He would have the same advan- 
tages as his urban colleagues in association with public health 
services and hospital and consultant services, in assistance with 
equipment, and in participation in pensions, postgraduate 
courses, and similar organized facilities. The rural practitioner, 
however. needs something more. He needs not so much a 
common cenire for practice as a diagnostic centre where patho- 
logical and other investigations could be made locally without 
reference to a hospital. He also needs a consultation centre : 
for example. an arrangement by which consultants in different 
branches of medicine would come to the area periodically to 
hold sessions to see patients presented by the practitioners. 
Under the co-ordinated scheme of medical services contemplated 
such facilities would be organized for the rural practitioner. 
If the main proposals are accepted by the profession a full 
investigation can then be made of the needs of rural practi- 
tioners and the best means of satisfying those needs. 


Infimediate Proposals 

71. The proposals for health centres are put forward on the 
assumption that the administrative changes recommended will 
be implemented before the establishment of official health 
centres. If such administrative changes are to be long delayed. 
the majority feel that in the meantime steps should be taken to 
make available to insured persons and their dependants the 
medical benefits now available under National Health Insur- 
ance, augmented, if possible. by a consultant, specialist, and 
laboratory benefit. The adoption of this proposal, which is 
elaborated much more fully in the British Medical Associa- 
tion’s Proposals for a General Medical Service for the Nation, 
would not prejudice the ultimate adoption of the whole 
scheme but would go a long way to satisfy an urgent public 
need in the intervening period, which, for a variety of reasons. 
may be protracted. The extended National Health Insurance 
Service would during this interim period be locally administered 
as at present by insurance committees. 

72. It is recognized that such a development would not of 
itself secure the unification of health services, either centrally 
or locally. It would, on the other hand. make available to a 
large section of the community a medical service which at 
present it finds difficulty in securing. The present generation 
should not be denied a more adequate medical service because 
of the time, the difficulty, and the controversy that may delay 
the administrative changes upon which co-ordination and 
integration mainly depend. 

73. Further, there is no reason why in any intervening 
period experimental health centres should not be established 


by voluntary co-operation. The experience gained would be 
invaluable in demonstrating the advantages of group practice 
and in bringing to light pitfalls to be avoided in any statutory 
scheme. 

Hospital and Specialist Services 

74. The unit of hospital administration should be the region. 
The nature of the regional body will depend upon which of the 
alternatives mentioned in paras. 57 and 58 is adopted. If 
the method of Regional Councils described in para. 58 is 
adopted the hospital services would be administered by the 
Regional Council, whose membership would include nominees 
of the central authority and representatives of the local authori- 
ties, the voluntary hospitals, and the medical profession in the 
area. If new local authorities, to be known as Regional 
Authorities, are formed. as described in para. 57, the administra- 
tion of hospital services would be statutorily delegated to a 
special committee of the Regional Authority, upon which would 
be represented the voluntary hospitals and the medical 
profession. 

75. In a regional scheme all hospital provision and the 
higher administration of the hospital services would be the 
province of the Regional Council or Authority. The latter 
would not interfere with the internal organization of individual 
hospitals. but the general conditions in all the hospitals should 
be similar. It is undesirable that in a unified scheme the 
important differences that prevail to-day between voluntary 
and council hospitals should persist. 


Admission of Patients 
76. In the matter of the admission of patients. for example, 
the conditions prevailing in voluntary hospitals are radically 


different from those in council hospitals. The general wards of ' 


the voluntary hospitals are open only to those persons who 
cannot afford to obtain privately the specialist institutional 
service they need. In practice this means an income limit 
applied with discretion. Persons with incomes above this limit 
are admitted to pay-beds or nursing homes and the specialist 
is paid a private fee. Council hospitals administered under the 
Public Health Acts, on the other hand. are open. without 
income limit, to all the inhabitants of the area they serve, and 
the patient pays according to his capacity up to the maximum 
of the average daily cost to the local authority. In cases where 
the local authority provides pay-beds the specialist treating a 
patient in a pay-bed cannot receive a fee commensurate with 
the patient’s capacity to pay because the hospital charges are 
based on the average daily cost and this does not include direct 
fees for professional services. It is felt by many persons that 
this difference of method should disappear, even though its 
removal should involve an alteration of the law. 

77. A frequent complaint is that the voluntary hospitals 
select the cases they will admit and cannot be compelled to 
admit a patient. On the other hand. where a local authority 
makes provision for general hospitals, accommodation must be 
made available for any person in its area. The result is that 
often the council hospitals receive a relatively small proportion 
of the most interesting clinical conditions. and this deprives 
their medical staffs of a certain amount of professional oppor- 
tunity. In the case of hospitals engaged in the teaching of 
medical students some selection of patients is necessary, but in 
other cases it should be possible in a regional scheme to ensure 
that the system of admission to all hospitals is uniform and 
strictly in accordance with medical needs and the facilities 
available. 

Medical Staffing: Clinical Career 

78. In the present conditions of hospital practice a man who 
wishes to devote his life to a career in some branch of clinical 
medicine finds many obstacles in his path. It is true, on the 
whole, that in the voluntary hospitals he has the opportunity 
of developing his particular interest. but at the same time the 
fact that he receives little or no remuneration for his services 
to the hospital sometimes makes it impossible for him to apply 
the requisite initiative and energy to his hospital work, for he 
must also develop an adequately remunerative private practice. 
He may also find hindrances to promotion in the system of 
‘“in-breeding.” in the tendency to automatic promotion from 
lower to higher posts, or in his inability to spend some time in 
work in other hospitals or in visiting foreign countries for fear 
of losing a chance of promotion in his own hospital. 
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79. In the council general hospitals the system of organiza- 
tion is not so conducive to a clinical career. Here, as a general 
rule, the posts carrying the highest salaries are mainly adminis- 
trative. Consequently, when a man reaches a certain stage he 
must choose whether to continue in clinical medicine, for which 
he has been trained, and be content with a lower salary, or to 
aim at the administrative posts, for which he may or may not 
be suitable, and obtain a higher salary. The fact that this 
choice has to be made is of great significance. It tends to dis- 
courage the man who is keen on his professional work from 
entering those council hospital services where whole-time higher 
clinical posts are not available, and also to deprive the council 
hospitals of the professional services of physicians and surgeons 
just at the time when their medical experience is becoming 
mature. 

80. In view of these considerations it is desirable that in the 
hospitals in a regional service there should be available higher 
clinical posts carrying salaries and status no less than those of 
administrative posts. In other words, there should be separate 
ladders of promotion for clinical and administrative posts. A 
man would then be able to enter the regional hospital service 
with the assurance that, whatever type of hospital he served. he 
could pursue the career that most appealed to him. 


Types of Appointment 


81. It will be the duty of the Regional Council or Authority 
to ensure that every hospital in its area is suitably and ade- 
quately staffed. There is general agreement that the system at 
present obtaining in the larger voluntary hospitals, in which 
appointments up to and including those of registrar and chief 
assistant status are whole-time, is satisfactory. Several schemes 
have been put forward for the organization of the more senior 
members of the staff, but since all systems of hospital staffing 
have disadvantages as well as advantages, it is undesirable to 
advocate any single system for general application throughout 
the country or throughout a region. There are, however, certain 
general principles which should be observed. For example. 
there should be no distinction in the method of staffing between 
voluntary and council hospitals. There should be no separa- 
tion of the out-patient and the in-patient work : a practitioner 
holding an appointment at the hospital should be concerned 
with both types of work throughout his hospital career. 

82. There are three main types of appointment. A _ post 
may be a whole-time salaried one without any right to practise 
for gain. Such appointments would include a certain number 
of clinical chairs which offered the professor a purely academic 
career in medicine, and a number of senior posts which offered 
a definite career as a whole-time officer. The number of 
appointments in this group need not be large, for it is generally 
believed that the right to some private practice is to the 
advantage of the community, the individual officer, the hospital 
unit, and the profession. 

83. The second type of appointment is a whole-time salaried 
post with the right to undertake a certain amount of private 
practice within the hospital. This type is suitable for the head 
of a clinic or department in certain branches of medicine or 
surgery in which most of the patients are able to travel to seek 
advice. It is desirable that he should be allowed to give con- 
sultations and render treatment in the private wards of the 
hospital and to receive a fee for his services, provided that his 
primary function as the head of a clinic remains the general 
service of the hospital, the teaching of medicine, and the pursuit 
of research. 

84. The third type of post is the part-time salaried appoint- 
ment with freedom to undertake private practice either within 
or outside the hospital. In the view of the majority part-time 
service with reasonable remuneration should be developed as a 
feature of the post-war hospital and consultant service. The 
part-time officer would be responsible for the care and super- 
vision of his hospital patients and for other hospital service, and 
for the remainder of his time he would be free to engage in 
private practice. The term “hospital service” here comprises 
not only work for in-patients and out-patients but also 
domiciliary visiting, for it is contemplated that the consultant 
and specialist service to be provided by the State for persons 
within the income limit of £420 a year would be based on the 
hospitals and organized regionally. 


Consultant Services for the Smaller Hospitals 

85. Part-time salaried appointments in a regional hospital 
scheme may also prove the solution to the problem of providing 
fully qualified consultant staffs for the smaller hospitals. There 
are groups of small hospitals in areas containing a number of 
small towns which may be 50 miles or more from a key 
hospital. The civilian population in these areas has no easy 
access to consultant and specialist services. and the hospitals 
are stafled by general practitioners who may have to under- 
take work beyond their training or competence. It is desirable 
that certain consultant specialists should be appointed to such 
a group of hospitals and should be regarded as members of the 
regional staff rather than as members of the staff of particular 
hospitals. The plan has many advantages. It would help to 
co-ordinate the small hospitals with each other and with the 
key hospital ; it would raise the standard of hospital practice, 
including the standard of record-keeping; and it would 
increase the confidence of the public in their local medical 
services. 

Remuneration 

86. All members of hospital staffs should be adequately 
remunerated for all services rendered to hospital patients. A 
national minimum scale of remuneration for hospital staffs, 
both whole-time and part-time, should be established for the 
guidance of bodies making appointments. It is emphasized that 
when grants of public money are made to voluntary hospitals 
they should be sufficient to permit the payment of salaries on 
this scale. The method of remuneration of consultants and 
specialists attending patients under a State scheme is con- 
sidered below. 

Selection of Staff 

87. The success of any hospital system must ultimately 
depend upon the efficiency of its medical staff. and for this 
reason the method of making appointments to the staff is of 
fundamental importance. Unless the appointing body is both 
disinterested and competent to assess professional efficiency 
there is a danger that unsuitable appointments may be made. 
The selection of consultants and specialists for appointment to 
the staff of hospitals. or groups of hospitals, in the region or 
to the region as a whole should be made on the advice of a 
medical appointments panel specially appointed by the Regional 
Council or Authority. The panel should include representa- 
tives of the university or universities in the region and, for 
certain senior appointments, assessors from outside the region. 


Field of Experience 

88. It is desirable in the interests of efficiency that a prac- 
titioner adopting a career in the hospital service should be given 
opportunities for widening his experience as much as possible. 
If he so desires and suitable arrangements can be made, he 
should be permitted to leave his own hospital for a period and 
take a temporary appointment in another hospital or visit 
hospitals in other countries. Such absence should not prejudice 
his career in his own hospital. 


Medical Committees 

89. A difference of fundamental importance that exists 
between voluntary and council hospitals lies in the internal 
medical adafinistration. In the voluntary hospitals a medical 
staff committee is given full scope for initiative and respon- 
sibility in all internal affairs of a professional character. In 
clinical matters its authority is complete. In_ the council 
hospitals, on the other hand. too much of the responsibility 
for internal administration is vested in the medical superinten- 
dent and too little is allowed to the other members of the 
medical staff. The medical staff has no access to the hospital 
committee of the authority except through the medical super- 
intendent. The lack or insufficiency of executive responsibility 
may hamper the medical staff in the work of their departments 
and may retard medical progress. There should be, therefore, 
in all hospitals medical committees composed of the medical 
staffs above a certain grade, and these committees should have 
direct access to the hospital committee of the authority or to 
the management of the hospital, as the case may be. 


Contributory Schemes 
90. The Government has stated its intention of maintaining 
the principle that. in general, patients should be called on to 
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make a reasonable payment towards the cost of hospital benefit. 
whether through contributory schemes or otherwise. Regional 
contributory schemes of uniform pattern providing benefit at 
any hospital should be developed, and the principle of inter- 
availability of benefit throughout the country should be 
encouraged. There is a definite therapeutic as well as a 
financial value in an arrangement which overcomes the necessity 
for paying a lump sum for medical treatment at the time of 
illness or immediately afterwards. For persons above contri- 
butory scheme limits there should be insurance provision of a 
provident character, with “full cover” for those within 
specified limits and possibly only “grant in aid” for those 
above these limits. 


Teaching Hospitals 

91. Any scheme for the division of the country into regions 
for the purpose of hospital administration should provide so 
far as is practicable for the inclusion of a teaching hospital in 
each region. In the constitution of the Regional Council or 
Authority provision should be made for the representation of 
the university in the area, or, if there is no university, of the 
parent university with which the teaching school is associated. 
It is recommended that the clinical teaching of students should 
be undertaken so far as is practicable in the hospital of the 
medical school and in association with other special and 
municipal hospitals and health services in close proximity to 
the school. 

92. It is very desirable that university standards should 
permeate all medical teaching and research, and that the forma- 
tion of university units should be encouraged. The number of 
university chairs in clinical subjects should be increased and the 
appointments should be made by the university. The remunera- 
tion should be by salary. It would be advisable that in some 
of these appointments the holder should not be permitted to 
practise for gain either in the hospital or outside it, in order 
to provide posts offering a purely academic career. 

93. The higher-paid teaching staffs should be appointed on 
the recommendation of an advisory appointments board on 
which the university is adequately represented. All clinical 
teachers should receive salaries for their services as teachers. 
Practitioners on the staffs of teaching hospitals should be 
remunerated for their general hospital work. 

94. It would be an advantage to both the community and 
the practitioner if, when the medical student has passed his 
final examination, he could spend some time in practice under 
supervision before he embarked in practice on his own account. 
It is suggested that the student should be registered provision- 
ally when he has passed his final examination, and that he 
should then be required to practise under supervision in some 
approved hospital or health service. The period of such 
practice should be one year, at least half of which should be 
spent in one hospital. At the end of the period. provided that 
his work satisfied the appropriate authority. he should be 
allowed to complete his registration. 


Immediate Proposals 


95. Hospital reorganization cannot await the reform of local 
government areas and functions if, as is expected, that reform 
will involve considerable delay. Some proposals for immediate 
reform are therefore put forward. 

96. Whether the method of Regional Authorities (para. 57) 
or of Regional Councils (para. 58) is ultimately adopted. there 
should be established as early as possible in each natural 
hospital area a Regional Hospitals Council, which should be 
statutory and should include in its membership nominees of the 
central authority, the major local authorities. and the voluntary 
hospitals. and an adequate representation of the medical pro- 
fession in the region. Such Regional Hospitals Councils should 
have headquarters with suitable office staffs, and their functions 
should include the responsibility of considering, co-ordinating, 
and formulating schemes for hospital services in the region, 
and they should advise what part each agency should take. In 
relation to each Regional Hospitals Council there should be a 
Medical Advisory Committee appointed by the medical pro- 
fession in the area. To this Medical Advisory Committee all 
professional problems would be referred for observation and 
advice before a decision on them was given by the Regional 
Hospitals Council. 
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97. It may be found in forming these hospital areas that the 
area of an existing local authority provides a suitable region 
for hospital administration. Even if this be so, there should 
still be established for the area a Regional Hospitals Council, 
as described in the preceding paragraph. on which the local 
authority should be represented. 

98. Opinion differs on the question of the powers to be 
invested in the Regional Hospitals Councils. One view is that 
they should be executive and should have access to funds. The 
other is that they should be advisory only. The supporters of 
the latter view maintain that to remove from local authorities 
the executive responsibility for the hospital services at present 
administered by them would result in the disintegration of local 
authority medical services and would create more difficulties 
than it would solve. They urge that if the advice of an advisory 
Regional Hospitals Council went unheeded by hospital authori- 
ties, the central authority could impose its views by, for 
example. withholding grants or refusing approval to schemes 
of development. 

9°. Those who consider that the Regional Hospitals Council 
should have executive powers maintain that if the council is to 
formulate major hospital policy, to plan the situation and 
accommodation of hospitals of various types in its area, and to 
co-ordinate hospital services generally, it must possess the 
means of exercising effective supervision over the way in which 
the different agents provide their services under its aegis. It 
must have power to enforce its decisions or else its efforts will 
be stultified. This would not involve interference by the 
Regional Hospitals Council with the internal organization of 
individual hospitals, though advice might be offered. _ Its 
executive functions should, it is argued, be conferred for the 
purpose of enabling it to ensure that each agency or section 
does in fact carry out efficiently the part allotted to it in the 
plans made in the region as a whole. In short, the conferment 
on the Regional Hospitals Council of executive power and a 
certain amount of financial control would seem to the 
supporters of this view to be the only means of securing an 
efficient system in the region as a whole. 


Specialist and Consultant Practice 


100. Some reorientation of consultant practice will be 
necessitated by the restriction of the present field of practice as 
a result of changing economic conditions and the creation of a 
State-provided consultant service for a large proportion of the 
population. It may be expected that there will be in the 
future an increased amount of consultative work among 
“ scheme ” patients outside the hospital, and provision must be 
made for it. 

101. The specialist and consultant services to be made avail- 
able to all persons within the prescribed income limits should 
be administered on a regional basis as an integral part of tne 
complete regional scheme of hospital and personal health 
services. Consultations would ordinarily be given at the 
hospital, in the patient's home, or at a health centre as required. 
The service would be based on the hospitals, which would be 
given the specific duty of providing a non-hospital as well as a 
hospital service of consultants and specialists. The services of 
a consultant would normally be obtained through the agency 
of the family doctor. 


Conditions of Service 

102. The possible methods for the remuneration of con- 
sultants and specialists are: (a) a fee for each item of service 
rendered ; (h) a sessional fee : (c) a salary. The general opinion 
is in favour of payment by salary, a method which conforms 
naturally with the view that the consultant service should be 
based on the hospital. It is necessary in the interests of 
efficiency that a consultant should be attached to a hospital 
so that he may keep in’close and constant touch with hospital 
work and the progress of his specialty. It is considered 
desirable that in-patient work and out-patient work should not 
be rigidly separated in hospital practice : a member of a hospital 
staff should be concerned with both types of work throughout 
his hospital career. Most consultants in the scheme would take 
part in both, and many would also visit patients outside the 
hospital. All this work should be.included in a single salaried 
contract of service, arranged through the Regional Authority in 
accordance with a national standard. 
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103. Remuneration by salary does not imply that all 
appointments would be whole-time. Many of them would be 
part-time, and the amount of time to be devoted to the service 
would be determined by the particular contract. The specialist 
staff of a key hospital would consist of a few whole-time mem- 
bers who remained in the hospital and did no private practice, 
some members who remained in the hospital and were allowed 
private practice within its walls, and others who did a certain 
amount of work at the hospital and spent some time in 
domiciliary or health centre work or in visiting smaller hospitals. 
The salary paid would be inclusive for all work done for 
patients within the scheme. 

104. A consultant accepting a part-time appointment under 
the scheme would be required to devote a prescribed period of 
time to the work of the scheme. Outside the terms of this 
contract he would be permitted to attend privately persons 
outside the scheme and to accept fees for his services to them. 


Free Choice 

10S. Within the hospital region as large a measure of free 
choice of consultants as possible should be allowed to the 
practitioner. The principle of free choice must, however, be 
adjusted to the proper performance by consultants of their 
hospital duties. 

Consultant Status 

106. One of the difficulties for both consultants and general 
practitioners in the present medical services is that there are no 
generally accepted standards which confer consultant status 
upon a practitioner. The qualifications and standards of con- 
sultant and specialist status should be considered and determined 
by a recognized ceritral body of academic character. One 
suggestion is that this body should be, for England and Wales. 
a committee set up by the three Royal Colleges, and for 
Scotland a committee set up by the three Royal Scottish Cor- 
porations and the Royal College of Obstetricians and Gynae- 
cologists. There should be provision for liaison between the 
two bodies. These committees would determine the nature of 
the requisite qualifications, but one of the essentials should 
be that the applicant should hold. or have held, a recognized 
hospital appointment in the specialty concerned. 


Immediate Proposals 

107. The proposals for consultant and specialist practice, 
like those for general practitioner and hospital services, can be 
put into operation only when the basic administrative reforms 
have been secured. As an immediate step the majority consider 
that non-institutional consultant, specialist. and laboratory 
services should be made available as part of an extended 
National Health Service, as outlined in the British Medical 
Association’s Proposals for a General Medical Service. It is 
probable that the method of remunerating consultants during 
this period will have to be on an “ item of service ” basis. 


Matters for Further Consideration 

108. It will be appreciated that this interim report has been 
concerned primarily with broad general principles. There are 
many other important questions, to some of which a _ brief 
reference has been made, which will need full consideration by 
the Commission when the profession has expressed its opinion 
on the present report. 

Industrial Health 

109. The problem of industrial health, however, demands a 
special reference. At the present time the whole of the 
country’s effort is directed to the development of adequate and 
efficient fighting and defence services. This effort largely 
depends on production by industry and the output of the 
individual worker. Conservation of health in industry, there- 
fore. is one of the most important immediate problems before 
the medical profession, and an urgent issue is to ensure that its 
contribution is made in the best possible way. The Commis-. 
sion feels that the contribution is not necessarily limited to those 
doctors already employed in industrial medical practice, but 
embraces all branches of the profession, and in particular the 
general practitioner and hospital services of the country. 

110. So far as the future of industrial medical practice is 
concerned the Commission offers no detailed proposals at this 
stage. because the method of development of this new branch of 
medicine will depend very largely on the general health policy 
that the country adopts. It recognizes, however, the importance 


of its development and its essential place in any scheme for 
improved national health services, and for that reason it will 
form the subject of subsequent report. 


QUESTIONS FOR DECISION 

111. In order to focus attention on the major points of 
principle set out in this report, and in order to facilitate the 
later work of the Commission in adapting this document to 
bring it into conformity with the views of the profession as a 
whole, there are set out below the main important questions 
upon which decisions should be reached. The list is not 
exhaustive, but it does, it is belfeved, cover most of the ground. 


1. Is the broad definition of the objects of medical service 
accepted ? 


(a) To provide a system of medical service directed towards 
the achievement of positive health, the prevention of disease, 
and the relief of sickness : 

(b) To render available to every individual all necessary 
medical services, both general and specialist, and. both 
domiciliary and institutional. 


2. Should free choice of doctor and patient be an essential 
feature of any future service ? 

3. Should group practice be a feature of any future medical 
service? 

4. Should provision, whatever its character, be made by 
Government for the whole community or for a part of it only? 
If the latter. to which section of the community should it be 
limited ? 

5. Should the basis of the co-ordination and integration of 
health services implied under 1 (a) above be 


(a) The extension of the type of medical benefit available 
under National Health Insurance to the dependants of wage 
earners and others of like economic status coupled with 
the enlargement of its scope by the inclusion of consultant 
and specialist services : or 

(b) The establishment of a whole-time salaried Government 
medical service : or 

(c) Some other method? 


6. If some other method (5 (c)) is favoured, should the plan 
set out in broad outline in this document be accepted in its 
present or an amended form? It involves ultimately: 


(1) Changes in central machinery ; 

(ii) Changes in local machinery, either (a) by the creation 
of new elected local authorities : or (b) by the establishment 
of Regional Councils, representative of the local authority or 
authorities, the voluntary hospitals, and the medical profes- 
sion; 

(ili) Medical advisory machinery, both central and local : 

(iv) The establishment of health centres either by the 
Government or in some other way : 

(v) The concentration of general medical work, both pre- 
ventive and curative, in health centres : 

(vi) The unification of hospitals under a regional body : 

(vii) The appointment of practitioners to a national service : 

(viii) The remuneration of general practitioners on a part- 
time salaried basis with a variable element in proportion to 
the number of persons or families choosing them, provision 
of pensions on retirement, and on death for dependants : 

(ix) The remuneration of consultants on a salaried basis : 

(x) Compensation for loss of capital : 

(xi) The gradual disappearance of the custom of buying 
and selling practices. 

The plan is devised on the assumption that the service would 
be available to those within the current income limits of 
National Health Insurance, whether earners or dependants. If 
this plan is accepted in broad outline. what. if any, are the 
modifications and/or amendments proposed? 

7. In view of the fact that the full adoption of the plan 
may be delayed for various reasons. should some interim 
changes be made? If so, are the proposals for immediate post- 
war application acceptable, viz. : 

(i) The two-way extension of National Health Insurance 
to incluce (a) the dependants of wage-earners and others of 
like economic status within the current National Health 
Insurance income limits, and (hb) the provision of consultant 
and specialist services : 

(ii) The establishment of experimental co-operative practice 
in some areas : 

(iiiy The creation of Regional Hospitals Councils with 
executive or advisory functions? 
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Skin eruptions are usually’ thought of when bromide. 


intoxication is mentioned. In the last few years, how- 
ever, several papers have described and stressed the mental 
symptoms ; they have pointed out that bromide intoxi- 
cation is quite common—according to Henderson and 
Gillespie (1940) it comes next to alcohol as the commonest 
cause of confusion—and that it may be severe or even 
fatal. Barbour, Pilkington, and Sargant (1936) showed 
that in 1920 about 5 million prescriptions containing 
bromide were dispensed under the N.H.I. Act, and it is 
unlikely that the use of bromide has decreased since then. 
Below are described 9 cases selected from those occurring 
in a general hospital and in private practice during the 
last 3 years: only one was first seen in the psychiatric 
clinic. Mental symptoms were prominent in all: bromide 
intoxication was either the main illness or arose during 
the treatment of some other condition. The blood bromide 
was estimated by the modification of Walter’s test described 
by Barbour et al. One case was fatal ; the rest recovered 
with sodium chloride treatment, although in 2 instances 
life was seriously threatened. 


Case I: Fatal Intoxication 


A married woman aged 45 was referred to the psychiatric 
clinic on Dec. 8, 1939. She was employed as a clerk, and had 
always been nervous and highly strung. In Jan., 1939, she 
had become worse, had dropped things, and a rash appeared 
on several occasions. She had spent a fortnight in bed, and 
at this time was said to have been rational in conversation. 
In May she returned to work for 3 weeks and then again 
collapsed: the rash reappeared. She remained at home and 
was treated by her doctor for nervous debility. In Oct., 1939. 
she imagined that the Germans were in the house and that 
she could hear air-raid sirens all day; her memory began to 
fail. Three weeks before she attended the clinic there had 
been a radical change for the worse. Her daughter came home 
one day to find her screaming without cause. She talked to 
herself, and said she could see aeroplanes in the room and 
could hear bombs falling. She refused food, slept badly, and 
wandered restlessly about. On examination she was seen to 
be a slightly built woman with a muddy complexion and 
numerous acne pustules. She looked ill. Her temperature was 
normal and pulse 88: the tongue was coated and the breath 
foul: there was a coarse tremor of the fingers. Mentally, the 
striking feature was a state of confusion. Consciousness was 
clouded: she could remember her name but not her age. She 
was disorientated for time and piace, and could give no account 
of herself. She muttered incoherently, and wandered restlessly 
round the room in a stumbling and ataxic manner. She was 
emotionally unstable and wept without cause. Bromide intoxi- 
cation being suspected, the blood bromide was estimated and 
found to be 325 mg. per 100 c.cm. She was removed to the 
appropriate mental observation ward, but died within 24 hours. 
At necropsy no visceral disease was found ; the heart was small, 
with flabby myocardium. 

From her daughter it was learnt that she had had medicine 
from various doctors, possibly: bromide, for some time. It was 
confirmed that she had been having bromide just before being 
seen, but details of the quantity and the total period the drug 
was taken. could not be ascertained. 


Case II: Severe Intoxication 


The history in this case, that of a married woman aged 47, 
was one of prolonged psychological maladjustments. She had 
always been a nervous hysterical woman. She became intensely 
annoyed when thwarted in any way, and was theatrical, peremp- 
tory, and emotionally unstable. For 7 years before being seen 
she had been under numerous doctors and had been taking 
various nerve sedatives “more on than off.” A gradual mental 


change had been progressing insidiously for 3 years. She had 
become more emotional than ever, had depressing thoughts of 
suicide and manifestations of self-p:ty, and had made minor. 
rather half-hearted, attempts at ending her own life. A fort- 
night before being seen her condition became more acute. On 
examination she was quite disorientated for time, did not know 
the date, and mistook the identities of her relatives. She was 
visually hallucinated, and stated that she saw the devil: she 
heard voices coming from the walking-sticks in the hall, and 
could see people wandering about and hear them talking to 
her. She was extremely restless ; she neglected her housework 
and wept without cause. At times if spoken to sharply she 
would pull herself together and be rational for a few moments. 
The blood bromide was 280 mg. per 100 c.cm. Treated with 
sodium chloride, all her acute symptoms cleared up in 2 weeks : 
she was then very much as she had been 6 years previously. 
The underlying hysterical personality was of course unchanged. 
but she was fully orientated, all hallucinations had disappeared, 
and she could carry on a completely rational conversation. She 
refused further investigation, so that a second blood-bromide 
estimation could not be made. 


Case II: Severe Intoxication 

A married woman aged 55 was admitted to hospital on 
Feb. 26, 1940, with severe spasmodic torticollis, which had been 
present for some !2 months and was getting worse. All in- 
vestigations for a possible focal basis proved negative. and 
she was treated by physiotherapy. 

On admission her mental condition was apparently quite 
normal. Three days later, in the evening, she suddenly became 
confused. She was disorientated for time and place, attempted 
to get out of bed, and stated that she could see relatives about 
her and that they were talking to her. She was given hyoscine 
and phenobarbitone, and within a week her mental condition 
quieted. On March 3 a mixture of bromide and chlora! was 
prescribed. Ten days later her confusional condition returned 
acutely. She failed to recognize people, was disorientated for 
time and place. was extremely restless, and repeatedly attempted 
to get out of bed. She shouted and talked to herself and 
addressed imaginary people. She said there was a hole in her 
head which was stitched up with wire. Her conversation was 
completely irrational and incoherent. and she could give no 
account of herself. Emotionally she was very unstable, alter- 
nately shouting and angry or tearful and depressed. The hands 
were tremulous: her temperature was normal and the tongue 
clean. 

Since she had been taking medicine for 12 months a toxic 
confusion due to bromide was suspected. and the blood bromide 
was found to be 300 mg. per 100 c.cm. The* cerebrospinal 
fluid also had a bromide content of 300 mg. The bromice was 
stopped and she was given sodium chloride, 60 gr. four-hourly, 
and also 2} pints of intravenous normal saline. She began to 
improve after 5 days. After 12 days the blood bromide was 
125 mg. and she was very much better. She knew who and 
where she was. She recognized people normally, ceased to 
talk to herself, and was more restful. Frequently at night-time 
she became mildly confused again and lost her orientation. At 
the end of another week her mental condition was quite normal 
and she was able to give a rational and coherent account of 
herself. She then said that before coming into hospital she 
had, over a period of several months. taken a total of 60 
bottles of salty-tasting medicine. On April 3 she was still per- 
fectly well. and the blood bromide was 75 mg. per 100 c.cm. 
The torticollis remained unchanged. 


Case IV: Severe Intoxication 


This patient, a single woman aged 27. had been in hospital 
during Feb., 1939, for ulcerative colitis. On March 1 she had 
to be readmitted on account of a relapse. At this time her 
weight was 6 st. 4 oz., and as part of the treatment she was 
placed on a low-residue diet. She was regarded as a rather 
nervous type, and on April 15 potassium bromide, 45 gr. daily, 
was begun. On May 15 this was increased to 90 gr. daily. 


On May 17 mental symptoms were first noticed. She seemed 
bewildered and had difficulty in recognizing people about her. 
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At night she was apt to be restless. I saw her on May 27, 
when she was confused, did not know the date or where she 
was, and thought that the hospital was probably a barracks ; 
she did not know when she was admitted, and stated that 
people were against her, without any real feeling about this. 
She was restless at night and tried to get out of bed. She was 
extremely thin and her tongue was furred. There was no rash. 
Toxic confusion, probably due to bromide, was suspected ; the 
blood bromide was 280 mg. per 100 c.cm. She was treated 
with sodium chloride, 60 gr. four-hourly, and the blood bromide 
fell steadily: it was 110 mg. on June 17, and 75 mg. on the 24th, 
by which time she had become mentally clear and fully 
orientated. 

There was no evidence that she had had bromide before 
admission, and only a relatively small amount had been given 
in hospital ; yet several factors may have contributed to this 
unusual susceptibility—the feeble physical condition, prolonged 
treatment with a low-residue diet containing little salt, and an 
idiosyncrasy to bromide. 


Case V 


This patient, a married man aged 50, had in his youth been 
very athletic. Psychologically he had always been unstable and 
had been of an ambitious, aggressive, and dominating type. 
Ten years ago he developed pulmonary tuberculosis. This was 
adequately treated and had become quiescent, but as part of 
the treatment he had been given an iodide preparation which 
caused an intensely irritating rash. The resulting sleeplessness 
was treated with bromide and chloral, and he had fallen into 
the habit of taking a draught every night, increasing the dose 
as necessary to ensure sleep. So far as could be estimated, his 
nightly dose had recently reached at least 60 gr. of bromide. 

He was referred to me because of gradual and _ insidious 
mental changes over the last 18 months. His business had not 
prospered, and he had been depressed and emotionally unstable. 
He lost interest in his hobbies, complained of excessive fatigue, 
and ceased to take exercise, which he formerly enjoyed. Often 
he was extremely irritable, and at times talked of suicide. He 
complained of inability to concentrate and of mixing words, 
particularly when dictating letters. He was quite rational and 
fully orientated. Bromide intoxication was suspected, and the 
blood bromide was found to be 270 mg. per 100 c.cm. The 
next day he entered a nursing home for treatment. Within 24 
hours an acute confusional state developed. He was extremely 
paranoic, said that everyone was against him, and demanded 
police protection. He was visually hallucinated, and said there 
was a hole in the floor through which straw was pouring. He 
recognized people, but had no idea of the date, and was dis- 
orientated for place. He did not know where he was, and 
thought it was an asylum. He was acutely restless, refused 
to stay in bed, and walked all over the house. He was extremely 
resistive to attention. Physically he was ataxic, perspired pro- 
fusely, and had a coarse tremor of the fingers. There was no 
rash. He was treated with sodium chloride, the acute confusion 
then settling in 2 days. Five weeks later his wife stated that 
he was better than he had been for 8 years. All his symptoms 
had disappeared; he was jovial and cheerful, and showed 
initiative in dealing with his problems. His zest for life had 
returned, and he had again resumed his hobbies and exercise. 
The blood bromide 6 weeks later was within normal limits. 
As in another case, this patient’s condition worsened when he 
was removed from his home into strange surroundings. 


Case VI 


In Aug.. 1941, a married woman aged 60 complained of 
slight giddiness. This persisted for several weeks, and medi- 
cine, presumably bromide, was given. In Oct., 1941, she fell 
down indoors and became nervous and depressed. On Dec. 15 
her relatives stated that she made peculiar statements at night, 
was quarrelsome, and accused them of cheating her. She stated 
that the food was doped and they were trying to poison her, 
and that someone had stolen her money. She developed an 
unreasonable hostility to her son-in-law, and became mentally 
confused, being admitted to hospital on Dec. 12. She was 
disorientated for time and place, was restless, and attempted 
to get out of bed. She said that someone was standing at the 
feot of the bed day end night pulling faces at her. She mistook 
the identities of people. including her relatives, and expressed 
rambling paranoic ideas in a disconnected and disjointed way. 
Physical examination revealed no notable signs of organic dis- 
ease. Tremor of the hands was present: the complexion was 
muddy ; there was no rash ; the cerebrospinal fluid was normal. 
Blood bromide was 305 mg. per 100 c.cm. On treatment with 
sodium chloride the blood bromide fell rapidly. On Jan. 9, 
1942, it was 175 mg. and on the 19th 85 mg. All the symptoms 
cleared and she became mentally normal. After recovery she‘ 
said that she had been taking “salty medicine” for at least 


10 weeks before admission; the daily dose of bromide was 
probably 60 to 90 gr. It is noteworthy that, as in the previous 
case, the confusion became more apparent after she was ad- 
mitted to hospital, owing to the removal to strange surround- 
ings causing further loss of her failing grasp of reality. As the 
confusion cleared it tended to persist longest at night-time, 
when similar conditions obtained. 


Case VII 


Since 1931 this patient, a married woman aged 68, was 
known to have had hypertension, with periodic attacks of loss 
of consciousness attributed to spasms of the cerebral arteries. 
A functional element had always been recognized in her symp- 
toms ; she was apt to be garrulous and over-complaining, and 
from time to time was given vario®s hypnotics and sedatives, 
especially bromide. In June, 1941, insomnia and headaches 
recurred, and bromide was prescribed. From June 18 to 
Sept. 30 she took bromide continuously, the average daily 
dose being 40 to 50 gr. On Sept. 29 mental symptoms appeared. 
She had previously been noted to be ataxic and to be slurring 
in speech. She now accused her husband of inviting orientals 
into the house, and her daughter of inviting men. She asserted 
that Indians caused noises at night, and that she saw them 
sitting in her bedroom. She was disorientated for time and 
mistook the identity of people around her. Her symptoms 
were worse at night, improving in the morning. Restlessness 
was not pronounced, but occurred at night-time. On physical 
examination there was no rash; her speech was slurred and 
there was tremor of the fingers, but no physical signs of 
organic nervous disease. Marked hypertension was present, 
with some cardiac failure. Blood bromide amounted to 300 mg. 
per 100 c.cm. She was given 80 gr. of sodium chloride daily. 
In 2 weeks all her hallucinations had disappeared. She became 
correctly orientated and able to carry on a conversation quite 
rationally. Her physical condition improved and the ataxia 
disappeared, so that she was able to get about the house again. 
Unfortunately it was not possible to obtain a second blood- 
bromide estimation, but from the history, the mental and 
physical signs, and the response to treatment, coupled with 
the high blood bromide, there was no coubt of the diagnosis. 


Case VIII 


On May 23, 1940, this patient. a married woman aged 46. 
was admitted complaining of pains in the legs and arms, a 
sensation of falling, and throbbing in the head. She had 
always been a nervous woman, and her condition had grown 
worse since March because of domestic and marital difficulties. 
Examination revealed chronic rheumatic carditis with mitral 
and aortic lesions and auricular fibrillation. 

She was treated for the cardiac condition and given a bromice 
mixture for her nervous symptoms. On June 28 she suddenly 
became mentally confused. She talked irrationally and insisted 
on going home. She said that she could see people around 
her who were pulling faces. This delirious state was worse at 
night. She failed to recognize people about her and did not 
know the day or date. She was extremely restless, and 
attempted to get out of bed. Bromide intoxication was sus- 
pected, and the blood bromide was found to be 300 mg. per 
100 c.cm. Later, on investigating the history more fully, it 
appeared that she had been taking medicine from various 
doctors for a long time before admission, and also a patent 
preparation containing bromide. Because of her extreme rest- 
lessness and the severe cardiac lesion her condition became 
dangerous within a few hours. The pulse became very rapid 
and she was cyanosed. As soon as bromide intoxication was 
diagnosed she was given I} pints of intravenous saline and a 
lumbar puncture was performed, 30 to 40 c.cm. of clear fluid 
being withdrawn. The restlessness was controlled with paralde- 
hyde, and elimination was further promoted by jalap and 
mersalyl. She was also given sodium chloride by mouth in as 
large doses as possible. Within 3 or 4 days restlessness settled, 
and subsequent blood-bromide estimations revealed a steady 
fall: on July 3 it was 150 mg. per 100 c.cm.; on the 11th, 
125 mg.: and on the 21st, 30 mg. She became completely 
rational and coherent, and was fit to be discharged to a con- 
valescent hospital on Aug. 5, 1940. 


Case IX-: Mild Intoxication 


This patient, a single woman aged 37, had complained of 
feeling tired for the last two or three years. In April, 1941. 
a ganglion was removed from her hand under local anaesthesia. 
Two days later she had an attack of vomiting ; similar attacks 
lasting for a day or so recurred for no apparent reason. She 
complained also of increasing tiredness, unsteadiness in walking, 
and failing memory. She would put things down and forget 
where they had been placed. In May her doctor suspected 
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alcoholism because she had slurred speech and a tremor of 
the fingers. She was admitted to hospital on July 19. 

On examination tremor of the fingers, slurred speech, and 
slight failure of memory for recent events were observed. 
There were no physical signs to account for the vomiting, which 
was regarded as probably functional. In view of the ataxia 
and impaired memory, of recent development, the blood bro- 
mide was estimated on July 27 and found to be 220 mg. per 
100 c.cm. Mild bromide intoxication was diagnosed and she 
was treated with sodium chloride. The blood bromide fell 
steadily to 160 mg. on July 31 and 45 mg. on Aug. 11, and 
finally to 5 mg. on Sept. 23. All the mental symptoms dis- 
appeared ; she became bright and alert, and could walk without 
difficulty. She still complained of occasional vomiting and 
headache, but once the toxic symptoms had cleared up it 
became evident that she was of a psychoneurotic type. -These 
symptoms were due to an anxiety state associated with ce- 
pression connected with her life generally, and their persistence 
in hospital was due to unwillingness to return home. After a 
psychological explanation she left hospital and the vomiting 
ceased. It was later found that for a long time before admission 
she had been having medicine from her own doctor which, in 
view of the findings, was presumed to be bromide. 


Discussion 

From these case records it will be seen that the diagnosis of 
bromide intoxication depends on the mental and physical signs 
and the history ; it is confirmed by the blood-bromide estimation 
and the response to treatment with chloride. Of the mental 
signs confusion is the most important. ‘“ Confusion ” is so often 
loosely used that further definition is necessary. The cardinal 
feature of confusion is clouding of consciousness—i.e., of the 
awareness of environment and response to external stimuli. 
In bromide intoxication this clouding is most often gradual in 
onset, and in such cases the earliest sign is frequently a ten- 
dency to confuse words in relation to obiects. Objects are called 
by the wrong name, and at this stage the patient may have 
insight into the fact and be worried because he cannot put his 
tongue to the apnropriate word. For example. one patient in 
this series noted first of all that when he wanted to write the 
word “rival” he was apt either to dictate or write the word 
“civic.” As is to be expected, such phenomena usually show 
themselves in situations in which a high cegree of concentration 
is called for, as in dictating a letter. In this early phase there 
are great diurnal variations. As the intoxication progresses the 
perceptual defect becomes more marked. Complex and rela- 
tively uncommon objects, such as a hand lens or a paper-knife, 
are not recognized. Names become confused, and the patient 
fails to recognize the identity of people about him. Memory, 
which depends very largely on perceptual normality, becomes 
impaired. Later, orientation is lost ; the patient fails to recog- 
nize the day or the date, or where he is, and may even forget 
his own name. This clouding of consciousness, the hall-mark 
of confusion, does not occur in melancholic, manic, or schizo- 
phrenic states unless toxic factors are added. The confusion 
is usually worse at night with the withdrawal of contacts from 
the world that occurs in darkness. Removing the patient from 
home to a nursing home may precipitate an attack of acute 
confusion through a similar mechanism, as in Cases V and VI. 

In bromide intoxication the predominant tone is generally one 
of depression with causeless weeping and impaired emotional 
control. Motor restlessness was present in every case in this 
series, sometimes being severe enough to make nursing difficult. 
The movements are not often violent ; but the bedclothes are 
thrown off, and attempts to get out of bed and wander aimlessly 
about are seen, and when the patient walks he shows an ataxia 
similar to that of alcoholic intoxication. The habits are often 
faulty. Hallucinations are common ; the important point about 
them is that they are frequently, and predominantly, visual, and 
seldom auditory. Such visual hallucinations were present in 
8 of my cases. Auditory hallucinations are present also, but 
if occurring apart from visual hallucinations they should always 
give rise to a suspicion of schizophrenia, which may, of course, 
be complicated by bromide intoxication. In the acute and 
severe cases no definite picture may be described ; there is only 
incoherent continual muttering, and the associations are so dis- 
torted that no signs can be made out. 

A common feature in the syndrome associated with bromide 
intoxication is the presence of paranoic ideas ; they occurred in 
8 cases. Patients stated that they were being poisoned, that their 


relatives were plotting against them, that they were being de- 
tained against their will, and that the police were after them. 
These paranoic trends are not fixed, and the ideas vary from 
day to day, disappearing completely as the intoxication clears, 
Now, there is nothing in such a picture that is specifically 
characteristic of bromide intoxication per se, but what is empha- 
sized is that in 8 of these 9 cases such a state of confusion, 
with clouding of consciousness, existed, and could be recognized 
clinically without undue difficulty. 

The physical signs are no more specific than the mental symp- 
toms. In general they suggest a toxic state: the complexion is 
sallow and muddy in most cases ; the tongue is dry and coated, 
and the breath foul ; and tremor of the fingers is present. Skin 
rashes were seen in only one patient. Barbour, Sargant, and 
Pilkington (1936) noted them in 20% of their cases. Craven 
(1933) found a skin rash only once in 8 cases of severe intoxi- 
cation, and Sharpe (1934) in only one of 10 cases. 

Thus the mental and physical signs found in severe bromide 
intoxication are those of a state of toxic non-febrile confusion. 
Such a state is not difficult to recognize with careful history- 
taking and examination. It should at once call to mind bromide 
intoxication as a possible cause. If the history reveals that the 
patient has been taking medicine, usually described as “ salty,” 
over a period of weeks, the possibility becomes a probability, 
and a blood-bromide estimation is indicated; if this exceeds 
200 mg. per 100 c.cm. then it can safely be said that a state 
of bromide intoxication exists. 

The normal blood bromide is 0 to 2.5 mg. per 100 c.cm. 
The level at which toxic symptoms begin varies with several 
factors: idiosyncrasy, tolerance due to prolonged intake—as 
in epileptics—age, the presence of renal or hepatic disease, or 
restricted diet as in Case IV. Chronic debilitating disease 
or exceptional psychological stress, such as sudden change of 
environment, may act as a precipitating factor ; but experience 
substantiates the view of Barbour et al. that levels under 100 
mg. can be ignored, from 100 to 200 mg. may produce symp- 
toms in elderly patients or those with cardiovascular or renal 
disease, and over 200 mg. produce symptoms in most patients. 
Other causes of a toxic non-febrile confusional state, such as 
chronic renal disease, diabetes, and lead poisoning, can easily 
be excluded by the usual clinical methods. 

Finally, there is the therapeutic test ; this is almost as specific 
and dramatic as the relief of symptoms in acute rheumatism 
by salicylates. If sodium chloride causes rapid amelioration 
of symptoms the diagnosis of bromide intoxication becomes a 
certainty. The dose of sodium chloride should be limited only 
by the occurrence of vomiting. Its administration in cachets 
is more pleasant than in a mixture. The usual dose given is 
30 to 60 gr. four times daily. The excretion of bromide may 
be promoted by additional measures, such as lumbar puncture, 
diuretics, and purgatives. Immediate lumbar puncture and the 
removal of 20 c.cm. of cerebrospinal fluid greatly benefited 
2 patients, producing rapid relief of symptoms and abatement 
of restlessness and noisiness. ; 

It is not intended to imply that bromide is a dangerous 
drug of that its administration should be hedged around with 
restrictions. Bromide is most useful, and in fact indispensable, 
in many illnesses, including psychoneuroses ; it may become 
less necessary in psychological work as facilities for psycho- 
logical treatment improve, but at present it is of great value 
both intrinsically and psychologically. What must be stressed 
is that it is by no means a harmless drug: its unchecked use 
over a more or less prolonged period may give rise to toxic 
mental symptoms of great severity. If bromide intoxication 
is kept in mind when symptoms like those here described are 
met with, it will not be missed, and the mental state can easily 
and rapidly be turned towards normal. 


Summary 

The case histories of 9 patients with severe mental symptoms 
due to bromide intoxication are given ; one patient died. 

The mental symptoms were confusion—i.e., clouding of con- 
sciousness—depression, motor restlessness, visual and auditory 
hallucinations, and paranoic ideas. 

The physical signs were not specific, and skin rashes were 
unusual. 

A history of the taking of bromide, often for a long period, 
was usually obtained. 


their ( 
Israél: 


Barbou 

Craven 
Hender 
Sharpe. 


(Fr 


Distu 
with 

ina 
Clinic 
haem 
The 

show 
1939 
exam 
1940 
1940) 
of th 
in th 
great 
tives 
arisin 
and 
(Lebs 


In 
most 
tratio: 
of no 
izatio 
Schro 
Recer 
induc 
result. 


tende 


Jur 

—as | 

The 

comp 

Tre 

moutl 

with 

collea 
| 

An 

diseas 

Treat 

8 g. 

That 

urine. 

althot 

urine 

blood 

: pain i 

left si 

ul 

p.m 

he wa 

then t 

and 

afebri 


NAL 


ig de- 
them. 

from 
slears, 
fically 
npha- 
usion, 
mized 


symp- 
ion is 
dated, 

Skin 
, and 
raven 
ntoxi- 


ymide 
usion. 
story- 
ymide 
at the 
alty,” 
bility, 
ceeds 

state 


c.cm. 
-veral 
e—as 
se, Or 
isease 
ge of 
‘ience 
r 100 
renal 
‘ients. 
ch as 
easily 


ecific 
atism 
‘ation 
nes a 
only 
ichets 
jen is 
May 
cture, 
d the 
efited 
>ment 


erous 

with 
sable, 
come 
ycho- 
value 
ressed 
d use 

toxic 
sation 
d are 
easily 


_con- 
litory 


were 


eriod, 


JUNE 20, 1942 INDUCTOTHERM TREATMENT OF ANURIA 757 
Among the precipitating factors were change of surroundings no other abnormality. Blood pressure was 135/85. Fluids 


—as removal to hospital—and restricted diet. 

The blood bromide was over 200 mg. per 100 c.cm., as 
compared with the normal level of 2.5 mg. 

Treatment is by sodium chloride, 30 to 60 gr., repeatedly by 
mouth, or intravenous saline infusion ; a favourable response, 
with lowering of the blood bromide, confirms the diagnosis. 


I wish to acknowledge with thanks the permission of many 
colleagues at Manchester Royal Infirmary to publish cases under 
their care, and to express gratitude to my colleague, Dr. M. C. G 
Israéls, for his helpful criticism and advice. 
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INDUCTOTHERM TREATMENT OF 
SULPHAPYRIDINE ANURIA 


BY 


JOHN M. ROGAN, M.D., M.R.C.P.Ed. 
Temporary Major, R.A.M.C. 
AND 


ERIC K. CRUICKSHANK, M.B., Ch.B. 
Captain, R.A.M.C. 


(From the Medical Division of a British Military Hospital) 


Disturbance of renal function developing during treatment 
with the sulphonamide series of drugs has been described 
in a considerable number of cases by various authors. 
Clinically this disturbance may range from. transient 
haematuria to anuria with resulting death from uraemia. 
The pathological changes in the urinary tract have been 
shown by experimnents on animals (Antopol and Robinson, 
1939 ; Gross, Cooper, and Lewis, 1939) and by post-mortem 
examinations’ in fatal cases (Backhouse, 1939; Stryker, 
1940 ; Pepper and Horack, 1940; Plummer and McLellan, 
1940) to be due to the precipitation of crystalline derivatives 
of the sulphonamides in the renal tubules and pelves, and 
in the ureters. It has been pointed out that owing to the 
greater solubility of sulphapyridine and its acetyl deriva- 
tives in an alkaline urine the possibility of this condition 
arising may be minimized by the administration of alkalis 
and abundant fluids to cases being treated with this drug 
(Lebel, Schroeder, and Simesen, 1940). 


In cases in which this complication has resulted in anuria the 
most successful therapeutic measure, apart from the adminis- 
tration of abundant fluids by mouth and of intravenous solutions 
of non-threshold salts (Leedham-Green, 1941), has been catheter- 
ization and lavage of the renal pelves (Tsao et al., 1939 ; Lebel, 
Schroeder, and Simesen, 1940; Scurry and Wittenborg, - 1940). 
Recently we have had under our care such a case in which 
inductotherm therapy of the kidneys has yielded a satisfactory 
result. : 


Case Report 


An airman aged 36 was admitted to a hospital for venereal 
diseases on Aug. 25, 1941, suffering from a urethral discharge. 
Treatment with sulphapyridine was started on the 26th, when 
8 g. was given. On the 27th a further 7 g. was administered, 
That evening at 8 p.m. he passed a small quantity of brown 
urine. Sulphapyridine therapy was discontinued. Thereafter, 
although a feeling of urgency remained, he was unable to pass 
urine until 11 a.m. on the 28th, when he voided 1 oz. of deeply 
blood-stained urine. An hour later he developed intense aching 
pain in both loins radiating to the testicles, more severe on the 
left side. The pain rapidly became more intense and the sense 
of urgency increased. Intractable vomiting set in at about 
3 p.m. No further urine was passed, and at 10 a.m. on the 29th 
he was catheterized. No urine was obtained. The patient was 
then transferred to this hospital. On admission he was vomiting, 
and complained of very intense pain in the loins. He was 
afebrile ; the tongue was dry and coated ; and there was marked 
tenderness in both renal angles. Routine examination revealed 


were given in large quantities, but absorption was minimal owing 
to the vomiting. 

At 3.20 p.m. inductotherm treatment was started. The 
apparatus used was the General Electric Corporation’s inducto- 
therm, model B. Treatment was given to both kidneys alter- 
nately. Two coils were used behind and three in front. The 
immediate progress of the case is illustrated in the chart. 


TIME IN HOURS, AUGUST 29-30,1941 
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It will be noted that the passage of 6 to 8 oz. of urine 
followed about an hour after the termination of each of the first 
three applications, and that during the night of Aug. 29-30 the 
passage of urine, though in small amounts, indicated the return 
of renal function. 12 oz. of urine was passed after the final 
application ; thereafter diuresis set in. The first specimen of 
urine was heavily blood-stained and acid in reaction. Unfor- 
tunately it was disposed of before it had been examined micro- 
scopically. The second specimen was “smoky ” in colour and 
acid in reaction, and contained red blood cells in profusion. 
No crystals were seen. Subsequent specimens were clear, and 
red blood cells had disappeared from the urine by the 31st. The 
passage of urine after the first application was followed by 
marked relief of pain, which ceased shortly after the last applica- 
tion. By the evening of Aug. 31 vomiting had subsided. 
Thereafter convalescence was rapid and uneventful. 

We are indebted to Major J. Bull, R.A.M.C., for the following 
report on subsequent investigation of the case by excretion 
urography. 

Radiological Investigation 

Sept. 4.—The kidneys were normal in size, shape, and 
position. Excretion urography (20 c.cm. of pyelectan intra- 
venously) showed the right kidney excreting with fair concen- 
tration into the pelvis and ureter after 5 minutes. The calices 
were not seen throughout the examination. Excretion from the 
left kidney was abnormal. Not until 20 minutes was it seen 
to be filling with dye. It was assuming a white appearance. 
At 90 minutes the whiteness was very pronounced. but at no 
time were the calices, pelvis, or ureter outlined with dye. The 
right renal pelvis still ‘contained dye. On no occasion was 
compression applied to the ureters. The examination was not 
pursued after 90 minutes. 

Sept. 15—A second intravenous pyelography (20 c.cm. of 
pyelectan) was now carried out. After 5 minutes the right calices, 
pelvis, and ureter were excreting the dye in fair concentration. 
The left calices and pelvis contained rather less dye. Com- 
pression of the ureters was applied for from 7 to 50 minutes. 
Just before releasing compression a film showed that there was 
a moderate concentration of dye in both calices, pelves, and 
ureters. Both kidneys were white. Radiographs taken at 
3 hours, 6 hours 40 minutes, 60 hours, and 84 hours showed the 
kidneys to be partially white, the intensity decreasing with time. 


, Radiological Conclusions 

At the first examination on Sept. 4 the right kidney was 
excreting moderately. The left renal apparatus at no time 
showed excretion into the calices, pelvis, or ureter. The kidney 
itself, however, became homogeneously white, indicating that 
the dye had entered it. The conclusion is that the dye was 
being held up proximal to the calices. Thus the excretory 
mechanism of the left kidney was functioning very poorly 
indeed, whereas that of the right was moderate. At the re- 
examination after 11 days the calices of both kidneys contained the 
dye even before ureteric compression was applied. Compression ° 
improved the concentration. Both kidneys were partially white, 
indicating that the dye was being held up to some extent in the 
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proximal portion of the excretory apparatus. Even after 84 
hours the kidneys cast an abnormally dense shadow, indicating 
that some of the dye was still being retained. 

Volhard’s test was carried out on Sept. 19, with the following 
result: Specific gravity of urine during 24 hours with forced 
fluids: minimum reading 1000. Specific gravity of urine during 
24 hours without fluids: maximum reading 1028. 

Discussion 

Prominent in the consideration of the treatment of this case 
was the assumption that the renal tubules were blocked with 
sulphapyridine crystals. With the aim of promoting active 
hyperaemia of the glomeruli and increasing secretion it was 
decided to employ inductotherm (short-wave) treatment. This 
method of heating deep tissues, the most efficient in use, has 
been applied previously in cases of renal disease (Stark, 1939), 
but we have been unable to find any reference to its employ- 
ment in anuria resulting from the use of the sulphonamide 
series of drugs. The results in this case indicate that it may be 
of considerable value in the treatment of cases in which the 
condition is due primarily to mechanical obstruction of the renal 
tubules. It is unlikely that this treatment would be equally 
effective when glomerular damage is present. 


It would appear that in cases with oliguria or anuria arising 
from the use of the sulphonamides this method of treatment is 
worthy of trial before submitting the patient to ureteric catheter- 
ization and lavage of the renal pelves, a procedure which may 
be inadvisable when an infection of the urinary tract is present. 
Catheterization will of course be required when the ureteric 
lumen is completely occluded. 


The x-ray findings in this case indicate the presence of intra- 
renal changes, gradually diminishing during convalescence. It 
is therefore apparent that, even though ureteric catherization 
may have to be carried out, short-wave therapy may be a useful 
adjunct in clearing the renal tubules to the greatest extent at 
the earliest opportunity. 


We wish to express our thanks to Brigadier C. H. Stringer and 
—— J. W. Craven, R.A.M.C., for permission to publish this 
article. 
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CEREBROSPINAL FLUID IN ACUTE 
ANTERIOR POLIOMYELITIS 


BY 


ARTHUR L. EYRE-BROOK, M.LS., F.R.C.S. 
Assistant Surgeon to the Bristol Children’s Hospital 


Paralysis in infancy does not constitute infantile paralysis 
(acute anterior poliomyelitis), and we need to be in a posi- 
tion to diagnose this, “the saddest of diseases,” when 
we are confronted with paralysis in childhood. The 
nature of the paralysis and the tenderness of the muscles 
are characteristic features in this disease, in which the 
diagnostic picture with its pre-paralytic stage and “ back 
signs” can be very typical. Many cases, however, are 
atypical ; how are we to diagnose them ? ; 


The Literature on Diagnosis 

H. Howton Merritt and Frank Fremont-Smith (1937) state 
that before the onset of paralysis the diagnosis of anterior 
poliomyelitis cannot be made with certainty on the basis of the 
examination of the cerebrospinal fluid because numerous dis- 
eases of children and young adults are accompanied by similar 
cerebrospinal fluid changes. Fortunately, about the time of the 
onset of the paralysis changes begin to occur in the cerebro- 
spinal fluid which are very characteristic, but these can only be 
fully appreciated if two or three specimens are obtained during 


the first three weeks of the illness. These changes are: (1) an 
early rise in cell count, falling to normal by about the end of 
the second week of the illness ; (2) a protein content which is 
almost normal until some days after the onset of paralysis, and 
which rises to a maximum in the third week. These very 
characteristic changes were first demonstrated by Peabody, 
Draper, and Dochez in 1912, and have often been confirmed 
since then. 

As to the nature of the cells which cause the early rise, 
Howton Merritt and Fremont-Smith state that 80% of their 
cases showed a lymphocytic predominance within five days of 
the onset of the paralysis, although the early counts might 
consist largely of polymorphonuclear cells. Similarly, Peabody, 
Draper, and Dochez state that * polymorphonuclear cells, ex- 
cept in small numbers and probably due for the most part to 
a slight admixture of blood, were, except in a very few instances, 
absent after the first week of the disease.” 

This glance at the literature gives us a clear idea of the 
possibilities and limitations of the findings in the cerebrospinal 
fluid as an aid to diagnosis. 


Findings in a Series of Seven Cases 

This short paper is designed merely to stress the importance 
of these known facts by reporting the findings in seven cases of 
infantile paralysis admitted to the Bristol Children’s Hospital 
during a small epidemic which occurred in the autumn of 1938. 
It was found that the cerebrospinal fluid had been examined on 
various occasions between the fifth and twenty-first days of the 
illness. The paralyses had in every case developed between the 
second and seventh days, and the fluid was in all cases examined 
during the paralytic stage. 

In those cases in which the fluid was examined within ‘the 
first twelve days the cell counts were high, reaching 50 in two 
cases, while in those examined after the second week of the 
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Chart showing the cerebrospinal fluid findings in the seven 
Cases described. = Cell count. ® = Protein content. 
(Cerebrospinal fluid from A.P. examined on two occasions.) 


illness the cells never exceeded 6. No fluid was examincd 
before the fifth day of the illness, which explains why no very 
high cell counts were recorded. 

The protein content was below normal in two fluids examined 
on the seventh and tenth days, but there was one specimen on 
the fifth day which gave a reading of 70 mg. per 100 c.cm. 
Three estimations 300 mg. and one of 200 mg. were, how- 
ever, obtained during the third week, revealing the magnitude 
of this late protein rise. On the twenty-first day a specimen 
showed a cell count of 5 and a protein content of 70 mg., 
suggesting that at this stage the protein content was also on 
the wane. 


One case was subjected to two lumbar punctures, and the 
cerebrospinal fluid findings were: on the seventh day—cells 50, 
protein 80 mg. per 100 c.cm. ; on the fifteenth day—cells 5, pro- 
tein 200 mg. Such findings are diagnostic of acute anterior 
poliomyelitis. 

It must be noted that a single specimen of fluid taken 
towards the end of the secdnd week may give a reading which 
will ‘show little that is abnormal, because the cell count will 
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be returning to the normal level while the protein rise may 
hardly have begun. This observation lays stress on the impor- 
tance of obtaining two specimens of fluid from each case, 
preferably at the end of the first week and in the middle of 
the third week. Such routine examinations should enable a 
case of acute anterior poliomyelitis to be picked out with ease 
from among the paralyses of childhood and young adult life. 


Summary 
The findings in a small series of cases in an epidemic of 
acute anterior poliomyelitis are reported. These show the 
typical early rise in cell counts and the late rise in protein 
content. The cases are recorded in detail on the chart. 


An appeal is made for the taking of more than one specimen 
of cerebrospinal fluid in a case suspected of acute anterior 
poliomyelitis, and for the interpretation of the findings in the 
light of the changing picture presented in this disease. 

It is stressed that a single specimen at the end of the second 
week may give findings approximating to the normal, as the 
cell rise is almost at an end and the protein rise may hardly 
have begun. 


I would like to acknowledge the help of Prof. Perry, Drs. 
Birrell, Beryl Corner, and Lloyd Price, under whom these 
cases were treated and who called me in as their orthopaedic 
colleague ; and of Prof. Davie, who was at the time professor 
of pathology at the University of Bristol, and whose staff carried 
out all the cerebrospinal fluid examinations. My thanks are 
especially due to Prof. Perry, who has stimulated me to publish 
this series from a small epidemic in an attempt to widen the 
recognition of the entirely typical picture here presented. 
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TETANY IN BLOOD DONORS 


BY 


W. FitzGERALD FRAZER, M.R.C.S., L.R.C.P. 
Surgeon Lieutenant, R.N.V.R. 


AND 


F. S. FOWWEATHER, M.D., M.R.C.P., F.LC. 
Reader in Chemical Pathology, University of Leeds 


The removal of blood from donors by the methods now 
in use has little effect on the great majority of them. A 
small proportion—about 5% according to Brown and 
McCormack (1942)—show certain vasomotor phenomena, 
commonly referred to as “ faints.” But in addition to these 
manifestations we have found that a few donors have de- 
veloped unmistakable attacks of tetany, with typical spasms 
of hands and feet and positive Chvostek’s sign. The 
number of donors affected in this way was small, amount- 
ing to 1 in every 1,000 on the average, but the condition 
is nevertheless of some importance, and we are not aware 
that it has been previously reported. 


It is, of course, highly desirable that any untoward reaction 
occurring in a blood donor should be treated as promptly and 
efficiently as possible, not only for the sake of the subject of 
the attack but also, in centres where a number of donors are 
bled in the same room, to prevent the attention of others being 
drawn to the occurrence : for the observance of unusual reac- 
tions is apt to have a most disturbing effect on other donors. 
and the frequency and nature of the reactions tend to be 
greatly exaggerated by them. We have therefore attempted 
to ascertain the nature of the tetany we have observed and 
to apply a rational treatment. 

Determinations of serum calcium in the first 2 of our cases 
proved that we were not dealing with low-calcium tetany ; and 
gastric tetany was excluded by the entire absence of any history 
of attacks of vomiting. It was therefore concluded that the 
condition was probably a hyperventilation tetany, and in sub- 
sequent cases the serum inorganic phosphorus was determined, 
as well as calcium, and the appropriate treatment for hyper- 
ventilation tetany was instituted. This consists in supplying to 


the patient air enriched with CO.. In only one case was a 
cylinder of CO, immediately available ; in the others the simple 
method of placing a paper bag over the patient’s nose and 
mouth, and so causing him to rebreathe his own expired air, 
was adopted. Details of the cases are as follows: 


Case Histories 

Case I1—Woman aged 42. First donation. Blood taken, 
60 c.cm. Tingling and numbness noticed first in hands and feet, 
followed by carpopedal spasm and _ laryngismus stridulus. 
Attack lasted 25 minutes. No history of similar attacks. Serum 
calcium in specimen taken during the attack, 10.8 mg. per 
100 c.cm. 

Case 2.—Woman aged 30. very obese. First donation. 
Blood. taken, 540 c.cm. Tingling and numbness, followed by 
carpopedal spasm and positive Chvostek’s sign. Attack lasted 
16 minutes. History of similar attack some years ago, after 
injection for varicose veins. Serum calcium in specimen taken 
during the attack, 11.2 mg. per 100 c.cm. 

Case 3.—Man aged 34. Third donation. Blood taken, 
540 c.cm. Full carpopedal spasm, laryngismus  stridulus, 
positive Chvostek’s sign. Treated by paper-bag method, 
following the application of which the spasm began to pass off 
almost immediately, and symptems had disappeared within 10 
minutes. Serum calcium in specimen taken during the attack, 
11.2 mg. ; inorganic phosphorus, 3 mg. Corresponding figures 
for specimen taken at the end of the attack were: calcium, 
12.2 mg. ; inorganic phosphorus, 2.2 mg. 

Case 4.—Man aged 26; suffers from migraine ; very appre- 
hensive and nervous. First donation. Blood taken, 540 c.cm. 
Carpopedal spasm, laryngismus stridulus, positive Chvostek’s 
sign. Spasm passed off very quickly after administration of air 
containing about 12° CO. through Minnitt’s apparatus. Serum 
calcium in specimen taken at the end of the attack, 11.2 mg. ; 
inorganic phosphorus, 1.9 mg. 

Case 5.—Woman aged 32. First donation. Blood taken, 
540 c.cm. Carpopedal spasm and laryngismus stridulus very 
marked ; positive Chvostek’s sign. Treatment by paper-bag 
method relieved the spasm, but patient would not co-operate, 
and persisted in hyperventilating;: carpopedal spasm again 
supervened, lasting for a further 5 minutes. Serum calcium 
at the end of the attack, 11.3 mg. ; inorganic phosphorus, 1.3 mg. 

Case 6.—Woman aged 51. First donation. Blood taken, 
400 c.cm. Tingling and numbness of hands complained of, and 
bleeding was stopped. Spasm developed in hands, but in feet 
there was only tingling and numbness. Treated by paper-bag 
method; symptoms disappeared after 10 minutes. Serum 
calcium at the end of the attack, 10.5 mg.; inorganic phos- 
phorus, 3.1 mg. 

Case 7.—Woman aged 23. First donation. Blood taken, 
540 c.cm. Marked carpopedal spasm and laryngismus stridulus, 
with positive Chvostek’s sign. There was very noticeable over- 
breathing. Treated by paper-bag method; attack terminated 
after about 7 minutes. Serum calcium at the end of the attack, 
10.8 mg. ; inorganic phosphorus, 3 mg. 


Discussion 

The first point to be noted is that the onset of the attacks 
is not wholly dependent on the amount of blood withdrawn, 
for while in most cases the attack occurred after the full quantity 
of blood had been taken, in one it supervened after the removal 
of only 60 c.cm., and in another after 400 c.cm. The next 
point is the preponderance of females among the cases observed. 
This is in agreement with the general experience that spon- 
taneous hyperventilation tetany occurs mainly in females. 

So far as the blood chemistry is concerned, the findings agree 
in the main with those of Fowweather, Davidson, and Ellis 
(1940),in spontaneous hyperventilation tetany, and of Haldane, 
Wigglesworth, and Woodrow (1924) in experimental hyper- 
ventilation tetany. The latter authors found that on every occa- 
sion the blood inorganic phosphorus fell below 1.25 mg. per 
100 c.cm.: moreover, this fall and the subsequent rise to 
normal values after the attack are rapid, and consequently 
minimal concentrations are present for only a very short time. 
Fowweather et al. found, in specimens of blood taken at the 
end of the tetanic attack, that the serum phosphorus was reduced 
(in 2 cases to only 1 mg. per 100 c.cm.), while the serum calcium 
showed a high-normal or even a definitely raised value. Other 
authors have mostly reported normal or slightly raised calcium 
figures, with low-normal phosphorus figures (2 to 3 mg.) In 
specimens taken during attacks. Fowweather et al. argued that 
the greater changes shown by them, compared with those ‘of 
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other authors, indicated that such changes reach their maximum 
about the time when the attack ceases, and this conclusion seems 
to be supported by the findings of Haldane et al. It is also 
borne out by the results obtained in Case 3 of the present series. 

Of the 5 cases of this series in which specimens taken at the 
end of the attack were examined, 1 showed a definitely raised 
and 2 a slightly raised calcium figure, while the other 2 were 
near the upper limit of the generally accepted normal range 
(9 to 11 mg.). In 2 the phosphorus was definitely low (below 
2 mg.), 1 was only slightly higher (2.2 mg.), while the other 2 
were within normal limits. 

It is not surprising that uniform changes have not been found 
in all cases ; such uniformity is rare in any condition. More- 
over, failure to demonstrate changes from examination of one 
specimen taken at the end of the attack does not prove that 
these changes did not occur. It is probable that the time at 
which maximum changes do occur with reference to the tetanic 
attack is somewhat variable, and in any case the period during 
which these changes are marked is short. It is also likely that 
the duration, extent, and time of occurrence of the blood 
changes are related in some degree to the severity and duration 
of the attack, and these have varied considerably in our cases. 
Hence it is to be expected that specimens taken at a relatively 
fixed period of the attack should in a certain proportion of 
cases fail to demonstrate changes which do in fact occur. It 
can at least be said that the type of blood change which has 
been observed in certain of our cases corresponds to that found 
by other workers in hyperventilation tetany. 

Hyperventilation tetany is of course due to an alkalosis re- 
sulting from excessive loss of CO, by overbreathing, and the 
treatment applied aims at making good this CO, deficit. It is 
impossible to make definite assertions regarding the effect of 
treatment in such a small series of cases, but we have the 
distinct impression that it shortened the attack and relieved 
the muscular spasm: the treatment applied to Case 4 seemed 
to be particularly effective. The observations made on the 
treatment of these cases therefore tend to support our views as 
to the real nature of the attacks. 

There remain to be considered the reasons for hyperventila- 
tion in blood donors. It is well known that hyperventilation 
is a frequent response to nervousness, apprehension, fear, and 
pain, particularly in those of anxious or highly strung tempera- 
ment, and the great majority of reported cases of hyperventila- 
tion tetany have occurred in persons of this type. It is not 
surprising that some donors should view the removal of their 
blood by a process of which they have little or no knowledge, 
and no previous experience, with nervousness and apprehension, 
and possibly some fear. A certain proportion of these will 
respond by overbreathing, and a few of them will Ccevelop 
tetany either because they are unduly susceptible to the effects 
of overbreathing or because the overbreathing is excessive. It 
would be expected, therefore, that attacks of tetany would be 
much more apt to occur in those making a first attendance at 
the transfusion centre than in others. This is seen ih the present 
series, in which 6 of the 7 patients were giving blood for the 
first time, and nearly all admitted to some apprehension. It 
should be added that before bleeding takes place it is generaily 
difficult to distinguish those who may be liable to an attack of 
tetany ; for the overbreathing is in most cases far from obvious, 
and not at all easy to detect under the conditions usually 
obtaining at transfusion centres. 

It has been suggested to us that another possible factor is the 
effect of adrenaline, since in all our cases a local anaesthetic 
(parsetic—Parke, Davis) containing adrenaline was. used. The 
ability of adrenaline to increase the heart rate and depth of 
respiration, especially in those particularly susceptible to its 
action, might, it is thought, play some part in the development 
of the hyperventilation leading to the tetanic attacks. 


Summary 


Seven cases of tetany occurring in blood donors are described. 
The condition is believed to be a hyperventilation tetany. 

The blood changes noted—namely, low inorganic phosphorus 
and high-normal or raised calcium—correspond to those found 
in other reported cases of spontaneous hyperventilation tetany. 

Six out of the seven cases were in persons giving blood for the 
first time, and the principal factor concerned is believed to be 
overbreathing resulting from nervousness and apprehension. | 


The treatment recommended for the attacks is to supply air 
enriched with CO,. This should be done from a special CO, 
supply, where available ; otherwise the patient should be caused 
to rebreathe his own expired air by placing a paper bag over 
his nose and mouth. 
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MENINGOCOCCAL SEPTICAEMIA 
BY 


Ww. S. C. COPEMAN, M.D., F.R.C.P. 
Lieut.-Col., R.A.M.C. ; Officer in Charge of a Medical 
Division 
Two series of cases of chronic meningococcal septicaemia 
of moderate size have been reported by Stott and Copeman 
(1940) and Dickson, McKinnon, Magner, and McGillivray 
(1941), while several observers have subsequently published 
accounts of sporadic cases. In spite of this, however, 
the condition still appears to be regarded by most medical 
men as a rarity. That this is not so is shown by the fact 
that the cases recorded here (see table, p. 761) merely 
represent those seen in the wards of a military hospital 
from Sept., 1941, to March, 1942. All but one had been 
sent in under another diagnosis, but the blood cultures of 
14 of the 15 cases were positive for the meningococcus, 

although not necessarily so at the first attempt. 


Clinical Diagnosis and Treatment 

Diagnosis is easy if the possibility of meeting with the con- 
dition is borne in mind. The onset is often sudden, with fever 
and, occasionally, sweating and a rigor. Severe pain in the 
muscles and joints, sometimes with effusion, is common, to- 
gether with headache. Within a day or two the characteristic 
rash occurs—-generally on the legs. often on the arms, and less 
frequently on the back and trunk. In some instances, however, 
this is so sparse that it may not be noticed even by the patient, 
who may therefere be unaware of its occurrence. In its com- 
monest form it consists of pinkish papules, macules, and some- 
times nodules, which may vary in size from a few millimetres 
to 3 cm. or more across. On pressure the colour fades, but 
a small haemorrhagic centre is often seen, whilst petechiae are 
frequently found. Successive crops appear in many cases, 
although occasionally only a few spots will occur singly and 
so may be missed. A somewhat characteristic feature of this 
rash is tenderness on pressure. If not treated with sulpha- 
pyridine or similar drugs the condition may last for months 
or even years, generally with remissions. The fever is usually 
of the intermittent type, rising to 104° to 105°. In no case 
in this series was the spleen palpable, although there was 
tenderness in that area in one instance. A curious feature of 
the disease was the absence of wasting, debility, or even a feeling 
of real illness throughout its course. It was chiefly of the 
muscle and joint pains and, when present, of sweating that the 
patients complained. 

Sulphapyridine, 12 g. in the first 24 hours, will in most cases 
terminate the disease within this period, although dosage should 
be continued for at least a week after pyrexia has ceased. The 
patient then can convalesce rapidly and normally. 


Comment 

Meningitis was at no time epidemic in the areas from which 
these cases were derived. They did not appear to differ, how- 
ever, from those reported by Stott and Copeman in 1940 as 
occurring in association with an epidemic of cerebrospinal 
meningitis. It is believed that meningococcal septicaemia is a 
comparatively common disease, although it is frequently mis- 
diagnosed—generally as rheumatic fever or influenza, and as 
erythema nodosum when the rash is of the confluent type. 

My thanks are due to Capts. R. Doll, G. Nesbit, E. Greaves, and 
P. Charlton for their assistance; to Majors A. Raper and W. Stewart 
for the pathological findings; and to Col. M. J. Williamson, M.C., 
for permission to publish. 
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Details of the Cases of Meningococcal Septicaemia reported on the Preceding Page 


| 
& 
Initial Symptoms Type of | Original | 
Case | Age | Onset ge | Temperature Leucocytes Diagnosis | Remarks 
o| 2 & 
3 
52| 8 
« 

1 24 | Gradual | Pains legs, swelling knee. | + 0 +. 0 | Intermittent 12,000 Rheumatic fever Throat swabs and sinus lavage— 
Vomiting 3 days to 104° P.65%, L.30% no meningo- 

cocci. Effusion knee 

2 32 Off | + Oo | + + | Intermittent 17,000 P.U.O. Nasopharyngeal swat--no menin- 
ood. welling one | . to 104° P8954, 16°%. gococci 
ankle myelocytes, 

5% 

3 24 ” Chill—1_ week. Pains | +. 0 + + | None til! 11,200 Subacute rheuma- | Nasopharyngeal swab negative. 
legs; lumps on rash, then | P.77%, L.16% tism and eryth- B.S. 28> mm. 
shins, tender intermittent ema nodosum Never felt i 

to 100° 

4 | 28 ” Malaise4 days. Papular} + | + | + | 0 | Irregular, 12.600 Varicella Some discrete macules with small 

rash rising to P.80%, L.25% central vesicle. Few with haem- 
100-5° | orrhagic centres. All tender to 
| pressure 

5 27 Run 0 + Intermittent | 11,600 Acute rheumatism <= 
Muscular stiffness legs. to 101° after | ut scanty. uid both knees 
= rash _ 4 days; admission 
then sudden onset, 
malaise and rash 

6 33 ss P.U.O. irregular 4 weeks. | + + + 0 | Irregular, 11,200 | Influenza Rash painful (and tender) for 
Fatigue. Occasional rising to P:80%%, L.14% first 2 days. Blood culture not 
pain knees and ankles 102° : +, but agglutinations strongly + 

7 21 | Sudden | Stiffness calves and fore-} + 0 + + | Intermittent 10.400 Rheumatic fever Onset after sleeping 6 weeks on 

: arms. Sweating. Then to 102° P.63%, L.34%% wet floor. B.S.R.28 mm. Joint 
flitting muscular effusions 
disappearing for short ° 
periods 

8 23 ” Vomiting, headache, | +- + | + | 4 | Intermittent Cerebrospinal Drowsy subsequent to admission. 
a. Rash | to 105° meningitis ged = normal at interval of 
in 24 hrs. all over week 

9 21 | Gradual + + 0 | Continued 5.000 Meningococcal swab 
and ankles for 2 days. evening rise | P.73°%%, L.22% septicaemia growth meningococcus Ty ; 

ee Some photophobia to 109°-10! . Blood culture also Type I 
10 | 25 | Within | Stiffnesslegs. Gradually | + 0 a + | Intermittent Acute rheumatic Pain in joints agonizing on move- 
48 hours spread upper limbs. to 104° fever ment. Could not be moved =~ 
Onset pain sudden H 48 hrs. Effusion many joints. 
| Rash appeared 4th day 

11 27 | Sudden lump | + + + Intermittent | 18,000 Erythema nodosum | scanty 

right shin to 104° | P.84%, L.15% uent, resembling ery 
| nodosum 
12 | 32 all joints ached. |} + | + | 4 | Intermittent, | 7,000 Rubella | Nasopharyngeal swabs negative 
weating +- rising to P.67% 
103-2° 

13 22 | Gradua! | Joint pains for 3 months | + 0 + oO |} gi 11,000 Muscular Ambulatory throughout until blood 
occasional ma- | L217 rheumatism was found positive. 
aise ash very scanty 

14 31 és Joint pains and sweat- | + 0 + ~ Irregular, 17,090 Acute rheumatism 
ing. nodo- rising to 
sum elbow 102° 

15 32 | Sudden — pains back 0 + + + — to 12,000 Influenza Nasopharyngeal swabs negative 
and limbs 103° | 


Medical Memoranda 


Treatment of Heat Pyrexia by Lumbar Puncture 


The immediate and permanent response of the following case 
to ether anaesthesia and lumbar puncture as adjuvants to the 
usual cooling therapy was a source of great satisfaction to us 
and may be of interest to others. 


Case REPORT 

The patient, an A.B. aged 41, employed as a mess-deck 
sweeper, last June complained of symptoms which were in our 
opinion attributable to heat exhaustion. At that time tempera- 
tures between decks were never under 110° F., and more 
commonly varied between 115° and 120° F. These of course 
refer to the living spaces, where meals were served and where 
men normally spent their off-duty time. Engine-room tempera- 
tures were much higher (140° F. being not uncommon in the 
cooler parts). The man was ordered a change of occupation on 
the upper deck, and for a few days was better, but eventually 
felt so “ light-headed ” that he was obliged to report sick again, 
and was put to bed for a “rest cure.” Next morning his 
temperature (101° F.) was not considered unusual for cases of 
his type, which were common on board at that period. At 
1 p.m., however, it had risen to 105° F. A sponge down with 
ice-cold water gave some relief, but in the neighbourhood of 
4 p.m. his manner became Strange, he was mentally confused, 
and when seen at that time he was actually unconscious, with 
a temperature of 109° F. 

All the ice on board ship was temporarily commandeered (with 
the willing co-operation of the engineer commander and his staff ip 
and something like 40 lb. of it was packed round the patient. 
A long piece of rubber sheeting was employed to convert 


his bed into a bath of ice and iced water, which was continually 
being added to and siphoned off (using a Higginson syringe for 
the purpose) as the water ceased to be “iced.” Nothing less 
was adequate, and in an hour his temperature came down to 
105° F. After that the fall in temperature was more rapid: 
half an hour later it was 101° F., and orders were given to dis- 
continue the ice bath. Owing to the pressure of work in the 
sick bay at that time, ten minutes passed before this was com- 
pleted. By that time the patient had become collapsed and 
pulseless, and was still unconscious (temperature 97° F.). 

In spite of the fact that the temperature in the sick bay was 
102° F., it became necessary to apply biankets and hot-water 
bottles for a short while, till the radial pulse became palpable 
again. Convulsions were anticipated, but the suddenness of 
their onset, their severity, and the speed with which they 
developed were not. They began at 6.30 p.m., and within a 
few moments were as pronounced as those of tetanus. Opistho- 
tonos, risus sardonicus, and neck and back stiffness were severe. 
Fortunately a bottle of ether and a mask were in readiness, and 
lumbar puncture needles were in the sterilizer. All the above 
convulsions appeared during the short time the induction of 
ether anaesthesia takes, but they of course disappeared with 
the deepening of the anaesthesia. The lumbar puncture needle 
was then inserted. About 2 oz. of clear cerebrospinal fluid 
under tremendous pressure was gradually removed over a period 
of half an hour, until the pressure was normal. Nothing more 
was done. No further convulsions occurred, and the. patient 
recovered from the anaesthesia but remained unconscious 
(temperature 101° F.). One pint of water injected slowly per 
rectum was retained, and a close watch was kept during the 
night on his pulse and temperature. 

At 3 o’clock next morning the patient became slightly restless 
and his temperature rose to 103° F. A repetition of the ice 
bath on a smaller scale had the desired effect. He was 
conscious, though tired and drowsy, the following forenoon, 
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and was able to answer a few questions. His temperature was 
not allowed to rise above 101° F. after the first day, and it 
gradually settled to normal during the following 10 to 14 days. 
On the fourth day he was hungry, and as emaciation was 
becoming obvious a full diet was ordered. It included a glass 
of port after a large “ dinner” each evening. 

This case was one of a series of 5 which occurred on board 
about the same time in very hot weather. All had muscle- 
twitching of varying degrees of severity. One other man (aged 
50) became unconscious and had a temperature of 107° F. The 
patients recovered and were perfectly well as soon as cooler 
climates were entered. 

J. F. Corr, 


Surgeon Lieut.-Cmdr., R.N.V.R. 


Undulant Fever showing. Vertebral Lesions 


The following case seems to be interesting enough to warrant 
publication. 
CASE REPORT 

A soldier aged 35 was admitted to an E.M.S. hospital on 
Nov. 22, 1941. Seven months previously he had complained 
of a feeling of weakness and pain in the lower part of the back, 
and had been admitted to St. Ann’s Hospital, Nottingham, 
shortly afterwards. It was then found that movements of the 
back were limited and that there was spasm of the erector 
spinae. For the first 6 weeks of his stay in St. Ann’s Hospital 
his temperature rose to 101° F. every evening, with morning 
remissions. A 5-day course of sulphapyridine was given. His 


temperature remained normal for 2} weeks after this course... 


The fever then returned and the sulphapyridine was repeated, 
but had to be stopped because of a rash. After the second 
course of sulphapyridine he remained afebrile for the subse- 
quent 3 weeks he spent in hospital. Apart from backache 
there were no other symptoms of note. His agglutination 
reaction to Br. abortus while in St. Ann’s Hospital was positive 
to a dilution of 1 in 3,200. A radiograph of the lumbar spine 
showed loose fragments in the upper anterior parts of the 
4th and Sth lumbar vertebrae. On discharge he still complained 
of backache, but it was not very severe. 

A fortnight before admission to the E.M.S. hospital the pain 
became more severe and the patient had to take to bed for 
3 days while on leave. A week later it again became severe. 
Soon he was unable to carry out his duties, and reported sick. 
On admission he was fairly comfortable when at complete rest 
in recumbency. Any movement of the spine caused moderately 
severe pain in the lower half of his back. The pain did not 
radiate. He felt well in himself, and, apart from the painful 
back, was symptom-free. Five years ago he had injured his 
spine, but had returned to work a few months later and had 
had no further trouble until the onset of his present illness. He 
has never been abroad. 

On examination his general condition was fairly good, except 
that he appeared to tire easily and was rather thin. His tempera- 
ture was normal. He had 3 carious stumps, which were subse- 
quently extracted. There were no signs of involvement of the 
spinal cord and no hepatic or splenic enlargement. Rectal 
examination was negative. No Bence-Jones protein was found 
in the urine. There was tenderness over the 4th and Sth lumbar 
vertebrae. Attempted movement was painful and induced 
spasm of the muscles of the back. The sedimentation rate was 
12 mm. in 1 hour. The white cell count was 4,600 per c.mm.: 
48% were polymorphs, 46° lymphocytes, and 6% mono- 
cytes—i.e., there was leucopenia and a relative increase in the 
non-granular cells. The agglutination reaction to Br. abortus 
was positive to a dilution of 1 in 2,500. The whole of the 
skeleton was radiographed, but only the 4th and Sth lumbar 
vertebrae showed bone changes. There was destruction of the 
anterior-superior angle of the 4th lumbar vertebra, with a 
distinct sclerotic boundary to the lesion, and, in addition, an 
appearance suggestive of a bridge of bone between the affected 
area and the anterior edge of the 3rd lumbar vertebra. The 
same type of lesion, but to a much lesser degree, was present in 
the Sth lumbar vertebra. There was no interference with the 
intervertebral disk. 

The patient was transferred to an orthopaedic hospital on 
Dec. 9 for further treatment, having been afebrile during his 
stay at the E.M:S. hospital. 


COMMENTARY 
W. A. Bishop (J. Bone Jt. Surg., 1939, 21, 665) was able to 
collect 56 cases of undulant fever spondylitis from the literature, 
and added another. Of these. only 4 were recorded in the 
English literature. He gives a full description of the pathology 


and clinical aspects of the condition, and most of the following 
facts are drawn from his paper. ~ 


Spondylitis seems to be the commonest bone and joint com- 
plication of undulant fever. It is seen more often in adults 
than in children. The spine is generally affected in the con- 
valescent period, but it may become involved at any stage of 
the disease. In the above case, pain in the back and limitation 
of movement were the initial symptoms. In almost all the 
reported cases the lesions have involved the lumbar or thoraco- 
jumbar spine, but no part is immune. The outstanding symp- 
tom is pain, which is generally but not always of sudden onset. 
It is usually severe, and is aggravated by movements of the 
spine. There is well-marked spasm of the muscles of the back. 
The picture is more acute in its evolution than tuberculosis, 
but is more benign in its clinical course than an_ infective 
spondylitis. Deformity of the spine is rare because the destruc- 
tive changes are not extensive enough. Abscess formation is 
unusual. Spondylitis gives rise to little in the way of constitu- 
tional disturbance. The patient’s general condition will depend 
on the type and stage of the infection, of which the vertebral 
involvement is but one feature. 

X-ray examination shows that the lesion may be confined to 
an angle of a vertebra or be more diffuse. Characteristically 
there is a zone of sclerosis which begins round the original focus 
of infection and may spread to involve the whole of the vertebra. 
The sclerosis is valuable in differentiating the lesion from 
tubercle. The intervertebral disk 1s occasionally involved, but 
generally not more than half the joint space is lost. There is 
localized bone destruction at the site of the primary focus, but 
practically no interference with the general contour of the 
vertebra. In the late stages proliferation of bone spurs across 
the intervertebral space is commonly seen. 

Pain in the back in a patient with a recent history of undulant 
fever will at once suggest a diagnosis of spondylitis. In the 


absence of such a history the characteristic x-ray appearances — 


and the clinical features should prompt one to apply the usual 
laboratory tests for undulant fever. Agglutination tests for 
typhoid and paratyphoid fevers should also be performed. 

With regard to treatment, if the patient is febrile he should be 
given sulphapyridine. Surgical treatment consists in immobiliza- 
tion of the spine by non-operative methods. The ultimate 
results are good, fusion of greater or less extent eventually 
taking place. 


I wish to thank Dr. W. Irwin for his assistance in compiling this 
record, and Dr. Freida Young for performing the agglutination tests 
and for her helpful interest in the case. 

R. N. Herson, M.B., B.S. 


Idiopathic Hypochromic Anaemia in a 
Male Adult 


Idiopathic hypochromic anaemia in a young adult male is rare 
enough to make the following case noteworthy. 


CasE REPORT 

The patient, a married man aged 28, was an engineer working 
56 hours a week under average conditions. Previous to his 
present illness he enjoyed excellent health. He complained that 
for 2 months he had become progressively more breathless and 
more easily fatigued ; he also noticed that his ankles were some- 
what swoilen in the evenings. His appetite was capricious, 
though his diet appeared to be average in quantity and quality. 
He had no dyspepsia, and his bowel action was regular and 
normal. There was no history of haemorrhage, either chronic 
or acute. He had never been jaundiced, nor had any member 
of his family. 

On examination pallor was very striking, particularly of the 
lips and buccal mucosa; the tongue was very clean, with no 
evidence of glossitis ; koilonychia was present ; the spleen was 
just palpable below the costal margin ; and a soft systolic bruit 
was heard at the base of the heart. The urine contained no 
urobilin. A fractional test meal revealed achlorhydria, but 
radiographic examination of the alimentary tract was negative. 
A blood count showed: Hb, 48% ; R.B.C., 3,700,000 per c.mm. ; 
W.B.C. 5,000 per c.mm.; reticulocytes, 1° ; normoblasts, nil. 
A film showed poorly stained red corpuscles and some aniso- 
cytosis. Poikilocytosis was not pronounced. There was a 
moderate neutropenia. The Price-Jones curve showed some 
broadening of the base, with a slight shift of the peak to the 
left, the mean corpuscular diameter being 7 u. Marrow obtained 
by sternal puncture showed active normoblastic erythropoiesis. 

A diagnosis of idiopathic hypochromic anaemia was made 
and 120 gr. of iron and ammonium citrate were given daily. A 
week later there was a reticulocytosis of 8%. At the end of a 
month a blood examination revealed no abnormality and the 
patient had made a complete symptomatic recovery. 

Glasgow Royal Infirmary. J. P. Currie, M.B. 
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Reviews 


YEARBOOK OF GENERAL THERAPEUTICS 


The 1941 Year Book of General Therapeutics. Edited by Oscar W. Bethea, 

M.D. (Pp. 520. $3.00 or 16s. 6d.) Chicago: The Year Book Publishers ; 

London: H. K. Lewis and Co. 
Of the valuable series of medical yearbooks issuing from 
Chicago perhaps this will appeal most to general practitioners. 
The rapid advances of sulphonamide therapy can be realized 
from the devotion of nearly one hundred pages, one-fifth of 
the whole volume, to the subject. Nor is it surprising that 
the advances in hormone therapy recorded here mainly relate 
to the native and synthetic sex hormones and to insulins with 
delayed action. A lively protest is made against the use of 
desiccated extracts of glands, the hormonal action of which is, 
to say the least, doubtful. The claims for extracts of the 
reticulo-endothelial system in the treatment of cancer (p. 323) 
have now shrunk to the “relief of symptoms and prolongation 
of life” stage, after which, as Sir Henry Butlin used grimly 
to remark, the final stage of “mere oblivion” is not far off. 
The article on vitamins starts off with the common-sense dictum 
that the best way to take them is with a knife and-fork, but 
this is followed by a reasoned statement of the evidence for 
their advantages in concentrated form when really called for. 
The treatment of peptic ulcer is thoroughly discussed, and it is 


- maintained, among other restrictions, that tobacco is best ex- 


cluded for life. This statement is of topical interest because, 
as has been pointed out, both gastric disorders, including ulcer, 
and cigarette-smoking are more prevalent among the troops in 
this than in any other war. Other topical sections are that 
on the treatment of burns (p. 139) and that on modern methods 
of blood transfusion (p. 201). There are interesting extensions 
of prostigmin therapy recorded (p. 422) and renewed claims 
for thiocyanates in the treatment of hypertension (p. 435). From 
the comments on the dust cover we gather that the publishers 
are even more pleased with this book than we are. 


BLOOD DISEASES 


Synopsis of Blood Diseases. By A. Piney, M.D., M.R.C.P. (Pp. 120. 
10s. 6d.) London: William Heinemann, Medical Books, Ltd. 1942. 

We cannot help feeling that Dr. Piney has been misguided in 
presenting this Synopsis of Blood Diseases. It contains nothing 
which is not better done in the sections on haematology in 
standard textbooks of medicine and in his own Recent Advances 
and Clinical Atlas of Blood Diseases. It will not help the 
student to diagnose or understand blood diseases or to pass 
his examinations. What can it profit him to read the following: 
* David’s Disease. Submucous and subcutaneous haemorrhages 
in women with normal platelet count ; supposed to be due to 
ovarian abnormality ”? The syndrome is so ill defined as to be 
meaningless. But it is the tendency of synopses to perpetuate 
eponyms and syndromes which now belong only to the history 
of medicine. The book throughout reads more like an abstract 
of old textbooks than a concise summary of present know- 
ledge. The sections on melaena neonatorum and _ pseudo- 
haemophilia hepatica are inexcusably out of date. A book 
dated 1942 might even have mentioned the possible relations 
of the Rh factor to the grave anaemias of the newly born. 
The account of symptomatic blood changes is so incomplete 
as to be useless. It does not contain the last two items we 
had occasion to look up in practice—jaundice (hepatitis) and 
undulant fever. Very rarely does hydraemia occur in nephritis 
(p. 95), and unless there has been bleeding the anaemia is ortho- 
chromic and not hypochromic. The illustrations have admittedly 
been made in a new convention. In our opinion neither in 
colour nor in drawing are they good pictures of blood cells. 


A HANDBOOK OF HYGIENE 


Handbook of Hygiene. For Students and Practitioners of Medicine. By 
Joseph W. Bigger, M.D., Sc.D., F.R.C.P.I. Second edition. (Pp. 414; 
illustrated. 12s. 6d.) London: Baillitre, Tindall and Cox. 1941 
In the first edition Prof. J. W. Bigger expressed the hope that 
his Dublin students, once through their examination, would not 
sell their copies of this book but keep them for future reference. 
The appearance now of a second edition not too long after the 


first suggests that the ignoble transaction referred to has not in 
the interval been over-frequent. The new edition is brought up 
to date and several chapters recast. The section on chemical 
warfare written with prophetic vision in peacetime has, now 
that war is upon us, been permitted to disappear. In the new 
section on the relations of medical practice to the public health 
service it is justly claimed that mutual co-operation is essential 
to the efficiency of both. It is advised that the young graduate, 
when setting up practice, should begin by making the acquaint- 
ance of the medical officer of health of his area, from whom he 
will learn not only the duties he owes to the local authority but 
also the manifold ways in which facilities offered by the local 
authority can aid him in his daily task. It is admitted that in cer- 
tain areas, where general practitioners have been employed in 
the medical inspection of school children or in child welfare and 
pre-natal clinics, inconvenience has been found to occur when a 
practitioner has been prevented from attendance by a pressing 
emergency in his private work, but it is suggested that this 
difficulty could be satisfactorily met by an adequate system of 
deputizing arranged among the doctors themselves. The re- 
mainder of the section—which concludes the volume—is devoted 
to useful comment, for the purposes of the practising doctor, on 
notification alike of births and infectious diseases, attendance 
when summoned by a midwife, the calling in of an obstetrician, 
the use of the diagnostic. laboratory, special schools, public 
assistance and other services. 


Notes on Books 


The jubilee of the Medical Mission Auxiliary of the Church 
Missionary Society is the occasion for publishing a short account 
of C.M.S. medical work under the title Where There’s a Will— 
(C.M.S., Salisbury Square, E.C.4, 1s.). The author, ELEANOR 
MACNEIL ANDERSON, who is the wife of the medical superinten- 
dent of the C.M.S., has composed a vivid narrative which covers 
far more than the fifty years since the Auxiliary was founded, 
but goes back to the very beginning of medical missions rather 
more than one hundred years ago, with the arrival of Dr. Peter 
Parker in Canton and of Dr. S. H. Ford among the Maoris of 
New Zealand. The little work touches on the great story of 
Sir Albert Cook in Uganda, Dr. E. G. Horder among the lepers 
in China, Dr. Kenneth Fraser in the Southern Sudan, and many 
another pioneer who in lonely and often hostile fields has 
followed in the steps of the Good Physician. The story shows 
how the conception of medical missions has gradually enlarged. 
It began as a means of safeguarding the health of the mission- 
aries themselves ; then it went on to dispensary work and the 
training of a few native helpers. Eventually it became an instru- 
ment for co-operating with Government medical services as 
these developed, and for promoting public health education for 
a —— of disease far beyond the bounds of the Christian 
urch. 


An account appeared in the Journal of April 24 of the inter-Allied 
open conference on the wide aspects of physical education, held in 
the Great Hall of B.M.A. House under the auspices of the Ling 
Physical Education Association. The proceedings are now reported 
fully in a pamphlet of 76 pages, which can be obtained from the 
Ling Association, Hamilton House, Bidborough Street, W.C.1, price 
2s. post free. 


Preparations and Appliances 


AN ARM SLING 


Dr. J. F. Dow (County Medical Officer, Westmorland County 
Council) writes: We have used the Kentdale arm sling in first- 
aid work and find it very useful for injuries of the forearm 
or wrist. It consists of a length of black webbing 7 feet long 
and 14 inches wide, with adjustable loops at both ends. It is 
applied as follows for an injury to the left arm: (1) Place one 
loop over the injured arm just below the elbow. (2) Carry the 
long length of webbing over the left shoulder, across the back 
under the right arm to front of body ; continue along the front 
of the body, under the left arm, across the back, and over the 
right shoulder in front of the body, where the second loop is 
placed over the wrist. There are slots in each loop and at the 
waist front to take in any slackness of webbing. The instruc- 
tions are reversed for the right arm. The price of the sling is 
3s., and it is manufactured by J. W. Wakinson and Co., Ltd., 
Castle Mills, Kendal. 
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The outcome of the first stage of the work of the Medical 
Planning Commission is presented in the form of an 
Interim Report which appears in the opening pages of 
this issue. The Commission pledged itself to arrive at 
no binding conclusions until the views which had been 
presented to it and seemed to meet with fairly general 
acceptance had been put before its constituent bodies. In 
so far, therefore, as the report contains proposals the Com- 
mission is not committed to them, but is prepared to re- 
examine them in the light of the discussion and criticism 
which it is hoped they will engender in medical circles. 
Since the five main committees—general practice, hospitals, 
public health, special practice, and teaching hospitals-— 
represented such apparently diverse interests, it is an 
achievement on the part of the co-ordination committee 
to have placed before the Commission a single report 
reasonably representing the views of all of them. If in 
places it has been necessary to state a majority and a 
minority opinion, or alternative proposals, on particular 
matters discussed by one or move of the conmittess, and 
if certain proposals do not appear to dovetail perfectly into 
the whole, that must be attributed to the different way of 
approach by the several functional committees or by groups 
of individuals within them. The tentative nature of the 
Interim Report has the advantage that divergences can be 
revealed without the presentation of reservations by one 
or more signatories. Nevertheless, the final proposals of 
the Commission, when they come to be made, must be 
concrete, and their formulation will be greatly eased if 
the constituent bodies, and especially the British Medical 
Association, will signify their preferences unequivocally. 
The questions appended to the report are not rhetorical : 
they require to be answered. 

The need for a comprehensive medical service is recog- 
nized, aiming at the promotion of health, the prevention 
of disease, and the relief of sickness, to the benefits of 
which every member of the community will have access 
unhampered by economic limitation or geographical dis- 
position. Neither the public nor the profession is satisfied 
that such a desirable consummation has nearly been 
reached. In the piecemeal growth of medical services over 
a century, governmental action, private philanthropy, and 
personal initiative have created a confusion of unrelated 
provisions which have brought us little closer to a coherent 
system. Public health has had to reach out into the realm 
of clinical medicine for lack of any other available service 
on which the people could rely. Medical benefit of national 
health insurance has passed over those who need it at least 
as much as the employed, and has left out the provision 
of consultant, specialist, and auxiliary kinds which the 
growing complexity of medicine makes increasingly essen- 
tial to a full-orbed service. Hospitals of all sizes and kinds 
have cropped up without a clearly thought out plan of 
the part they should take in the health organization of 
the area they serve. Hospital treatment is financed on the 
one hand by charity or voluntary payments or, more 


and more, by voluntary contributory schemes’; and in the 
expanding council hospitals, on the other hand, from rates 
and ad hoc payments based on a means test. On to this 
system an elaborate scheme of Government assistance and 
direction has been grafted in wartime, and pronouncements 
have been made that hospital co-ordination and grants- 
in-aid are to be part of the post-war policy. Industrial 
medicine has expanded to meet the clamant need for the 
maintenance of the health of workers, but its relation to 
other branches of medical practice is ill defined. The 
patient passes from one doctor, or group of doctors, to 
another, and no one.-is constantly following his health 
career. The general practitioner, who as family doctor 
is in the best position to maintain this continuity, has diffi- 
culty in keeping contact with a congeries of unrelated ser- 
vices. Largely isolated, also, from his fellow practitioners, 
and liable to be summoned in emergency at all hours of 
the day or night, he has little time for leisure or study or 
thought, or for guiding people in a healthy way of living, 
which should be his first function in a well-ordered society. 
When a gap is discovered in the system a new service tends 
to be created and the family doctor is by-passed. 

It is this tangle that has to be straightened out. To close 
our eyes to the difficulties would be foolish. General and 
special practitioners and the voluntary hospitals cannot take 
their rightful place in an ordered scheme of medical ser- 
vices without some sacrifice of independence. Experience 
has shown that a close integration of all the medical ser- 
vices cannot be attained without the machinery of common 
management and the provision of media for maintaining 
regular contact between the personnel engaged in these 
services. On the other hand, the qualities which the best 
typé of private practice has fostered should be preserved. 
The right relationship between the doctor and those for 
whom he cares—the word “ patients” is not comprehen- 
sive enough to describe his charges in a scheme of things 
which puts the promotion of health in the first place— 
should so far as possible be maintained by “ free choice.” 
It should be coupled with the incentive to individual initia- 
tive which is afforded by part at least of a practitioner's 
remuneration depending upon the success of that relation- 
ship. If areas of administration are enlarged so that 
management may tend to lose contact with the personal 
needs and desires of the people, these safeguards at the 
periphery will be all the more necessary. Moreover, medical 
experience and opinion should be represented in manage- 
ment so that policy is not divorced from the realities of 
practice,and the placing and promotion of men and women, 
in so far as these rest with managerial bodies, are not 
entirely dependent on the good will of an official hierarchy. 
The problem is to harmonize these desiderata with the 
democratic principle that the last word in the management 
of a service for the people and financed by them shall 
rest with their chosen representatives. 

The proposals submitted to the Commission are based 
on the assumption that any reorganization of medicine 


‘which may be contemplated will involve extension of 


medical care to the dependants of insured persons and 
those of like income, widening of its scope to include com- 
prehensive consultant and specialist services, and a measure 
of co-ordination between. voluntary and council hospitals. 
These advances, indeed, have been widely advocated by the 
profession and are part of the policy of the British Medical 
Association as expressed in its proposals for a General 
Medical Service for the Nation and in its Hospital Policy. 
It is recognized that achievement of these objects would 
be simplified administratively by the creation of a whole- 
time salaried service. The advocates of a salaried service 


believe that competition for patients in medicine is a bad 
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thing, that it would be better if doctors had the security, the 
regular income, the guarantee of leisure and study leave, the 
prospect of promotion and of pension on retirement, which 
are assumed to be most easily obtainable by this means. 
The opponents of this solution hold that the danger of poli- 
tical and bureaucratic control is great, that the financial 
attraction of higher administrative posts would divert prac- 
titioners from clinical pursuits, that personal responsibility 
for the well-being of patients would suffer, and that the 
profession might become a body of routine “safe men.” 
The quality of service and the maintenance of professional 
standards should not be subordinated to administrative 
convenience. 

The scheme the Commission believes to be worthy of 
consideration would bring practitioners together in health 
centres, where they would care for the health and treat 
the ailments of at least the 90% of the total population 
who would be entitled to extended benefits, in close asso- 
ciation with the staff now engaged in the personal health 
services of local authorities, much of the medical work 
of which would actually be conducted by themselves. Free 
choice would remain, and payment would be partly by 
salary and partly by capitation fee. Private practice out- 
side the field of the service would continue. The buying 
and selling of practices would cease, their value being 
commuted into pensions. The health centres would be 
properly equipped, would be the quarters of the midwifery 
and district nursing services, anc would carry clerical staffs 
and possibly technicians and dispensers. The general prac- 
titioners would maintain contact with consultants and 
specialists both through these centres and the hospitals to 
which they would be linked. Consultants and specialists 
would be attached primarily to hospitals, adequately paid 
by salary ; some would be restricted to whole-time service, 
some allowed private consultative practice only at the hos- 
pital, while others, probably the majority, would be free 
to carry on private practice, as at present, in the time to 
which they were not committed by their hospital engage- 
ment. The system of staffing should be essentially similar 
in voluntary and council hospitals, and higher clinical posts 
should not be inferior to administrative posts in status and 
remuneration. The criteria of admission of patients to both 
types of hospital would be the same, subject to selective 
distribution according to the special services each hospital 
would afford. The method of recovering costs, preferably 
by contributory schemes, would be uniform. For these 
purposes co-ordination of hospitals should extend over 
wide areas which are called “ regions.” 

The acceptability of these proposals is contingent on their 
management being placed in the hands of suitably consti- 
tuted bodies both centrally and locally... Policy should be 
laid down by a new central body relieved of extraneous 
interests which should be either a Government Department 
in the usual sense or a corporative body. In either case its 
chief officer should be a medical practitioner. If it is a 
Government Department it should have attached to it a 
standing committee or board, predominantly medical, 
whose functions might be entirely advisory or partly 
executive. The chief medical officer would attend and 
take part in discussions. Peripheral administration would 
be in regions either through a new type of elected regional 
authority for all local government purposes, or through 
joint regional councils, for health purposes only, com- 
prised of representatives of the central authority, existing 
local authorities, voluntary hospitals, and the medical pro- 
fession. If the former policy were adopted, all matters 
concerning hospitals and other medical services would 
stand referred to a committee whose constitution would 
be similar to that laid down for a joint regional council. 


In either case a statutory advisory medical committee for 
the consideration of medical matters would be attached 
to each council or committee. There would be a chief 
medical officer for the region, who would, in addition to 
his other duties, attend meetings of the advisory medical 
committee. The internal affairs of a health centre would 
be managed by a committee of the principal medical 
officers engaged at it. While it is appreciated that adminis- 
tration raises questions of governmental policy which are not 
purely medical, it cannot be too strongly emphasized that 
the majority of the profession would view with grave appre- 
hension the sacrifice of individual independence entailed 
by an organized service unless some such reforms in 
management as have been outlined were embodied in the 
scheme. The vested interests affected by reform of central 
and local government may cause delay in creating this new 
administrative mechanism. If this is likely, the Commis- 
sion submits proposals that during an interim period 
medical benefit should be extended to dependants and 
augmented if possible to include consultant and specialist 
benefits, and that regional hospitals councils should be 
set up by statute, containing representatives of the central 
authority, local authorities, voluntary hospitals, and the 
medical profession. There is, however, a difference of 
opinion whether, at this stage, such councils should 
be advisory only or should have some executive 
functions. 

The draft Interim Report is now before the profession, 
and we commend it to the notice of every member. It is 
a document of the first importance, which should be read 
and reread with close attention. The Medical Planning 
Commission invites free discussion, and asks that com- 
ments and criticisms should be made available to it before 
it proceeds to formulate definite proposals on the broad 
principles of medical organization and reorganization. 


THE STOMACH IN PERNICIOUS 
ANAEMIA 


The idea that the stomach plays a decisive part in pernicious 
anaemia dates at least as far back as 1880, when Fenwick 
reported finding gastric atrophy at necropsy. His interpre- 
tation was for long suspect because of the possibility of 
post-mortem degeneration, but it was confirmed by Faber,’ 
who injected formalin into the stomach immediately after 
death. Faber’s monograph is indeed the best summary 
of the knowledge about the stomach in pernicious anaemia 
which had been gained before the introduction of liver 
therapy. Magnus and Ungley® showed that, in this country 
at all events, simple atrophy of the mucous membrane was 
more common than atrophic gastritis. All authors agree 
that the lesion most strikingly affects the secreting cells in 
the stomach. The introduction of the gastroscope has 
made it possible to view these lesions during life ; it can- 
not be said, however, that the gastroscope has added much 
to our knowledge of pernicious anaemia, and many gastro- 
scopists seem to have failed to distinguish atrophy from an 
anaemic gastric mucous membrane. 

Physiological investigations came later and are still 
incomplete. Hurst and Bell*° demonstrated the essential 
unity of the triad of symptoms—pernicious anaemia, achlor- 
hydria, and subacute combined degeneration. Wilkin- 
son* found that of 208 cases of pernicious anaemia only & 


1 Gastritis and its Consequences, London, 1935. 
2 Lancet, 1938, 1, 42¢. 

3 Brain, 1922, 45, 266. 

4 Quart. J. Med., 1932, 25, 361. 
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had free gastric HCl, and, of these, 2 were pregnant and 
1 had malignant disease. In a long series of experiments 
Castle and his co-workers established the fact that oral 
administration of either beef muscle or gastric juice alone 
was ineffective in pernicious anaemia, but that they were 
curative when given simultaneously. They concluded that 
the essential elements in the mechanism of pernicious 
anaemia were an extrinsic factor present in the food, an 
intrinsic factor present in the gastric juice, and the efficiency 
of intestinal absorption. Klein and Wilkinson’ isolated 
from normal gastric juice an enzyme-like substance, haemo- 
poietin, which was presumably the intrinsic factor. Castle’s 
hypotheses have not been seriously shaken by the incur- 
sions of Morris and his co-workers,’ who decided, with 
more enthusiasm than judgment, that normal gastric juice 
contains a substance, addisin, which is effective on paren- 
teral injection in pernicious anaemia and a variety of other 
anaemias ; or of Greenspon,’ who believed that gastric juice 
contains an anti-pernicious-anaemia principle, effective 
when fed alone. 

In all this it was assumed that the main volume of 
intrinsic factor was secreted from the body of the stomach, 
like HCl and pepsin, though the relative infrequency of 
pernicious anaemia after gastric resection and the thera- 
peutic activity of desiccated intestine* indicated that, unlike 
the secretion of acid and pepsin, that of intrinsic factor is 
not strictly confined to the stomach. Meulengracht,’ for 
example, showed that preparations of the acid-seereting 
body of the pig’s stomach were therapeutically inactive in 
pernicious anaemia, whereas prepafations of the antrum 
and first part of the duodenum were active. Several un- 
satisfactory hypotheses were elaborated to try to explain 
the apparent discrepancy between the anatomical and the 
biochemical changes in the stomach in pernicious anaemia. 
It now appears from the work of Fox and Castle’’ that 
there is in fact no discrepancy, and that the mistake lay 
in the unnatural identification of pigs with men. They 
confirmed Meulengracht’s work in that they were unable 
by any expedient to demonstrate intrinsic factor in pre- 
parations of the body of the hog’s stomach. On the other 
hand, the blood-forming activity of desiccated preparations 
of the human stomach was distinctly different from that 
of the hog: the cardia and body were effective but the 
pyloric area was not. This work demonstrates once again 
the danger of applying to one species inferences drawn 
from experiments on another without experimental con- 
firmation. It also shows the difficulties with which scientists 
are faced in the investigation of pernicious anaemia, owing 
to the fact: that they are practically confined to work on 
human subjects of the disease. 

Complete analysis of the mechanism of pernicious 
anaemia would undoubtedly promote general advances in 
nutrition and haematology, but the work has languished 
during the last five years owing to the lack of a suitable 
animal or laboratory test for the liver principle, the rela- 
tively intractable nature of the materials in which intrinsic 
and extrinsic factors are located, and the considerable 
element of doubt whether the liver principle can be elabo- 
rated by the interaction of intrinsic and extrinsic factors 
in vitro. We may feel flattered as men to find that the 
human and porcine stomachs are different, but as scientists 
we must feel mortified that yet another point of attack 
on disease has been taken from us. 


5 Biochem. J., 1933, 27, 600. 
6 Ann. intern. Med., 1933, 6, 1535. 
7 J. Amer. med. Ass., 1936, 106, 266. 
8 Acta med. scand., 1938, 95, 4t5. 
9 Ibid., 1934, 82, 352. 
10 Amer. J. med. Sci., 1942, 203, 18. 


PROSTATIC OBSTRUCTION IN YOUNG 
ADULTS 


Prostatic obstruction occurring early in life is of interest 
from the point of view not only of the clinician but also 
of the investigator of the aetiology of prostatic enlarge- 
ment. To account for hypertrophy of the prostate in 
young adults one must assume the existence of a factor 
‘other than changes in hormonal balance incident to a male 
climacteric. What this factor was in the five cases reported 
on by H. A. Fowler’ is not yet apparent. The oldest of 
the patients was 26 years of age and the youngest 19. 
Clinically they presented in varying degrees the symptoms 
characteristic of prostatism: “ difficulty in voiding, delay 
in starting, voiding a small stream, a longer time than 
normal in completing the act; frequency, urgency with 
dysuria ; overflow incontinence and complete retention. 
In 3 cases gross enlargement of the prostate was found 
on rectal examination ; in 2 it was essentially normal in 
size. ‘The diagnosis was confirmed by cystoscopy in 4 
cases ; in 1, a boy of 23 years, in acute retention, it was 
impossible to reach the bladder with any urethral instru- 
ment.” Unfortunately, specimens from only 2 of the 
5 cases were available for histological examination. 
These showed hyperplasia of the muscular element of the 
prostate only; very little epithelium was seen in the sec- 
tions. Fowler points out that this description of the pieces 
of prostate removed by resection brings to mind the recent 
work of Deming on the pathology of early benign pros- 
tatic hypertrophy. According to that author, prostatic 
enlargement passes through two phases: first, a_fibro- 
muscular overgrowth in the wall of the posterior urethra ; 
and, secondly, an invasion of this fibromuscular nodule by 
the epithelium of the prostatic ducts. Fowler suggests 
that the histological findings in the two cases examined by 
him represent the earlier phase in the development of 
prostatic hyperplasia. He also reminds us of Marion's 
description of one variety of “ protatisme sans prostate ” 
—namely, the variety which he likened to congenital 
hypertrophy of the pylorus. In this type of prostatic 
obstruction the prostate was found to be composed mainly 
of muscular tissue. 
in commenting on his own cases Fowler emphasizes the 
fact that the symptoms had existed for several years 
before the patient had applied for surgical relief. He 
suggests that it is quite possible that we are actually seeing 
many cases in our consulting rooms of moderate enlarge- 
ment of the prostate, but because the patients are young 
men we are missing the diagnosis. It is to be assumed 
that such cases are due to some form of hormonal im- 
balance. This is supported by an interesting case reported 
«recently by Powell. A 17-year-old boy was treated for 
undescended testicles with an anterior-pituitary-like gonado- 
trophic preparation. At the end of a year treatment was 
stopped on account of the onset of urinary symptoms 
—difficulty in starting and in maintaining the stream. 
These symptoms gradually increased, and after three 
months a complete urological investigation was instituted. 
This revealed the existence of 150 c.cm. of residual urine 
together with the presence of a definite posterior com- 
missural lobe and of an enlarged left lateral lobe. Subse- 
quent cystoscopy, a year after the cessation of hormonal 
treatment, showed only “a moderate glandular bar pos- 
teriorly, moderate hypertrophy of the verumontanum, no 
residual urine, and continued functional improvement.” It 
is difficult to escape the conclusion that the treatment with 
anterior pituitary hormone was responsible for the changes 
in the prostate. 


lJ. Urol., 1942, 47, 16. 
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THE COLLEGE OF THE PHARMACEUTICAL 
SOCIETY 


The annual report of research work undertaken in the 
College of the Pharmaceutical Society during 1941 gives 
evidence of the continued activity of members of the 
College in their own independent research, in work carried 
out in relation to the national effort, and in that carried 
out in collaboration with workers in other laboratories, 
particularly in investigations connected with the adoption of 
an international standard of reference for vitamin E. The 
Nutrition Department, under Dr. Katharine H. Coward, has 
investigated another criterion of vitamin B, activity—its 
influence on the vaginal contents of the rat—in the hope 
that this might provide a more accurate biological method 
than the rat-growth means of determining that factor in 
food materials, but this hope was not realized. Such 
attempts are important, for ‘it is always necessary in 
devising chemical or physical methods of estimation of a 
biologically active substance to have these methods checked 
at all stages by biological tests of as great a degree of 
accuracy as possible. The Pharmaceutics Department, 
under the guidance of the Dean of the College, Mr. H. 
Berry, has continued its investigations on the preparation 
and the bactericidal values of disinfectants, particularly of 
acridine derivatives which are being prepared for chemo- 
therapeutic study by the Department of Pharmaceutical 
Chemistry. During the progress of this work the outstand- 
ing resistance of the organism Ps. pyocyanea to the many 
compounds which exhibited bacteriostatic action on B. coli, 
staphylococcus, and streptococcus was noted. Its resis- 
tance to chloroxylenol, the sulphonamides, and penicillin 
is also becoming apparent. The Department of Pharma- 
ceutical Chemistry, under Dr. H. W. Linnell, has produced 
two synthetic compounds possessing physiological activity 
similar to that of corticosterone. Further studies have been 
made of methods of preparing stilbene derivatives and of 
the group or groups necessary for a high degree of activity 
of each molecule. The Department of Pharmacology, under 
the acting director, Dr. K. H. Coward, has been chiefly con- 
cerned with the biological standardization of therapeutic 
substances. An attempt to use the albino rat for assays of 
digitalis has been unsuccessful, for the rats were liable to 
die from respiratory rather than cardiac failure. Control 
tests with very weak tinctures or even normal saline caused 
death or erratic respiration. This department has also con- 
tributed to the standardization of heparin, on which a 
memorandum was published by the National Institute for 
Medical Research. 


THE R.M.B.F. IN WARTIME 


The annual general meeting of the Royal Medical Benevo- 
lent Fund was held at Sir Thomas Barlow’s house in Wim- 
pole Street on May 21. Sir Thomas himself, now in his 
ninety-seventh year, presided, and was again elected presi- 
dent. The other honorary officers were also re-elected— 
namely, Dr. Lewis G. Glover as treasurer and Mr. R. M. 
Handfield-Jones as honorary secretary. The accounts pre- 
sented showed an encouraging advance in every respect 
on the previous year, though the subscription income is 
still short by £1,000 of the 1938 figure. In 1941 subscrip- 
tions and donations, including an allocation of £1,457 by 
the Charities Committee of the British Medical Association, 
and receipts from other societies for special cases, totalled 
just upon £14,000, an increase of £500 on 1940. Legacies 
to the value of £13,400 were received during 1941. The 
amount distributed in grants, chiefly for the maintenance 
of beneficiaries, was £16,829, and £5,440 was paid in 


annuities. Considering the magnitude of the totals dealt 
with, the administration expenses and the amount spent 
on social services are very small—namely, £1,125, to which 
has to be added £461 for appeals and publicity. The Ladies’ 
Guild received £4,638 in subscriptions and donations. The 
war hits this medical charity, like others, in two ways: by 
increasing the calls upon it from impoverished members of 
the profession and their dependants ; and by making it more 
difficult for its supporters to give in view of the fall in 
individual incomes caused by reduced dividends and higher 
taxation and living expenses. It was recalled at the annual 
meetifg that the Fund works in close co-operation with 
the Medical War Relief Fund, on the committee of which 
its representatives serve, and it undertakes to administer 
any grant which has to be paid to a beneficiary over a 
period of years. - 


NUTRITIONAL GRIZZLING IN RATS 


When we last commented on the anti-grey-hair factor’ it 
was recognized as a constituent of liver extract after 
removal of vitamins B,, B., and riboflavin. When panto- 
thenic acid was later identified in this extract as the chick 
antidermatitis factor, various workers tried its effect on 
achromotrichia in rats, some getting positive results, others 
negative. Ansbacher® has now reported greying of fur of 
black rats, each of which was receiving a purified diet 
supplemented with 500 vg. of calcium pantothenate a day, 
and the curing of this condition by para-aminobenzoic 
acid. More recently Unna and co-workers® have brought 
about greying of hair in young rats and slowing of growth 
rate by 3 to 7 weeks’ feeding on a B-complex-free diet sup- 
plemented with thiamine, riboflavin, nicotinic acid, pyri- 
doxine, and choline, but deficient in pantothenic acid. This 
was accompanied by the appearance of a scant, coarse fur, 
inflammation of the nose, blood-caked whiskers, and 
adrenal haemorrhages. Calcium pantothenate in daily 
doses of 25 to 100 »g. stimulated the rate of growth and 
warded off all symptoms. A dose of 250 mg. of liver con- 
taining 75 ug. of pantothenic acid by microbiological assay 
had more influence on the growth rate than 100 vg. of 
the salt, but no better result could be got by raising the 
daily dose of calcium pantothenate above 100 »g. The dose 
was effective for more than a year, and litters from these 
rats were maintained on the same regimen and showed the 
normal black pelt in the second and third generations, 
though a few scattered grey hairs could be seen. Neither 
biotin, nor inositol, nor para-aminobenzoic acid had any 
effect on achromotrichia or growth. When rice bran con- 
stituted 10% of the diet it supplied about 30 ug. of panto- 
thenic acid, but this did not prevent grizzling, though 
further supplements of either 50 yg. of calcium panto- 
thenate, 0.2 g. dried liver, or 0.5 c.cm. of a rice-bran con- 
centrate (nopco) did so. Morgan and Simms** found that 
they could prevent the greying of hair with an extract of 
thyroid or adrenal cortex. Mushett and Unna,° however, 
feeding rats on the same diet as in Unna’s experiments with 
pantothenic acid, failed to prevent grizzling or other lesions 
by daily doses of adrenal cortical extract (0.25 or 0.5 c.cm.), 
desoxycorticosterone acetate (2.5 mg.), thyroid (1, 5, or 
10 mg.), or anterior pituitary extract (0.25 or 0.5 c.cm.), 
Attempts to cure the condition by these or larger doses 
also failed. Apparently, then, pantothenic acid is essential 
for the prevention of greying of fur of rats. 


1 British Medical Journal, 1940, 2, 425. 
2 Science. 1941, 93, 164. 

3 J, Nutrit., 1941, 22, 553. 

4 Science, 1939, 89, 565. 

& J. Nutrit., 1940, 19, 233. 

6 Ibid., 22, 565. 
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COMMUNAL FEEDING IN WARTIME 
AN EXPERT SYMPOSIUM 


The Nutrition Society held its third whole-day English scientific 
meeting on May 30 at the London School of Hygiene, and 
devoted its attention to collective feeding in wartime. Lord 
WooLton, who opened the meeting, did more than express his 
approval of the society's existence and work: he practically 
asked for its collaboration in his own work, which, he said, 
involved the intelligent application of scientific knowledge to a 
situation that would not involve any food shortage but clearly 
called for economical use of available supplies. He referred 
especially to the enormous increase in non-domestic fe€ding. 
meals taken outside the domus: 94 million meals a week were 
now being consumed “ off the ration.” 


Mass Catering 


Squad. Ldr. J. SaLmon’s account of how the organization of 
mass catering was conducted in the R.A.F. inspired much con- 
fidence in the fusion that this Service has effected between the 
scientific and medical expert, the administrator, and the practical 
organizer. He stressed the real value of the mess committees 
for forwarding criticisms and constructive suggestions, as well 
as the need for keeping careful check on both over-consumption 
and under-consumption. He referred also to the anti-waste 
measures adopted in feeding airmen and airwomen as well as 
to the all-important task of training the catering officers, cooks, 
warrant officers, and N.C.O.s. Brief accounts of the analogous 
problems and their treatment in NAAFI and the Army were 
given by Miss R. H. HAMILTON CRICHTON and Major R. G. 
LEGGETT respectively, while Surg. Rear-Admiral MCNEE made 
some brief but highiy pertinent comments about the special 
problems of feeding on board ship—especially on submarines. 
Discussion continued over a wide range of subjects, such as the 
interaction of pigs, swill, and waste, the possible overlapping 
of voluntary and official organizations, and the training of 
civilians, before and after enlistment, for jobs in Service can- 
teens. After this discussion Dr. MAGNUS Pyke of the scientific 
staff of the Ministry of Food read a paper on food supplies for 
collective feeding, deputizing for Prof. J. C. Drummond, who 
could not be present. Dr. Pyke explained how the principle 
of “food, not pills,” and the concept of the Oslo breakfast 
had guided the Ministry’s general policy. He pointed out the 
problems introduced by individual variations in requirements, 
by the shortage of foods containing vitamin C, especially in 
winter, and by culinary losses. He also referred to the grading 
of canteens in relation to the type of work mainly performed 
by the users. He acknowledged the assistance given to the 
Ministry by scientific workers all over the country, and implied 
that such help would still be welcomed. 

Prof. J. R. MaRRACK, after a short statement by Dr. RUSSELL 
ALLEN ‘on the potentialities of the new desiccated foods, gave 
an account of some investigations into the ascorbic acid status 
of boys at schools in Hertfordshire and some London boroughs ; 
he showed how. closely this was bound up with the amount, and 
the kind, of vegetables available to the school, especially those 
grown in the school plots. He stressed, as did other speakers, 
the importance of winter greens—a fact, at all events until 
recently, not emphasized enough in educational publications of 
the Ministry of Agriculture. The matter, moreover, must be 
tackled immediately if any improvement is to become operative 
next winter. 

Effect on Vitamins 


Some of the discussion on Dr. Pyke’s paper trespassed fairly 
closely on the ground covered during the first afternoon session, 
when Prof. V. H. Morrram presided and Squad. Ldr. T. F. 
Macrae spoke on effects of large-scale preparation on nutri- 
tional values. He stressed the large gaps in our knowledge 
and apologized for concentrating on ascorbic acid, which, how- 
ever important, was only one of several essential nutrients that 
might be reduced or destroyed during cooking and serving. 
Dr. Macrae illustrated well how on a large scale the conditions 
of domestic or laboratory cooking might produce the opposite 
effect from that intended: thus, the use of too little water in 
the cauldron could increase the losses of ascorbic acid by in- 
creasing the length of time during which vegetables remained 
at temperatures conducive to enzymic destruction of the vitamin. 


He also stressed the advantages of large-scale cooking, such as 
the facility with which fat could be saved and rendered, the 
maintenance of an adequate stock-pot, and the increased use of 
yeast. Supervision, however, was essential, and information 
must be continually handed out to those responsible for the 
commissariat. Catering officers and medical officers needed 
guidance on matters of nutrition. Miss OLLIVER insisted on the 
predominant importance of ascorbic acid as the nutrient of 
which we were most likely to go short, especially during the 
critical season from November to April. She also asked for 
more intensive propaganda and education about the production, 
especially the local production, of green vegetables and their 
proper utilization. Dr. MApPson observed that the outer leaves 
of vegetables could be used for building up a cooking water 
of high ascorbic acid and mineral content, in which the edible 
portions could then be cooked with much reduced losses by 
leaching. Dr. M. D. Wricut explained the principle of the 
soup or gravy concentrate, while Dr. R. B. Booru argued that 
multiple small units might often advantageously replace single 
large units. Mr. A. L. BACHARACH emphasized the opportunities 
afforded by communal feeding for sampling adequately and 
analysing exhaustively the food actually consumed by vast 
numbers of the public, and urged that this kind of investigation 
be pursued with increased vigour. 


“Less Physiological ” 


Just before this the chairman had had to redirect the dis- 
cussion, which was becoming “much too physiological” and 
concerning itself with the detailed metabolic fate of ingested 
ascorbic acid. Dr. Macrar then replied, to be followed by an 
intensely practical symposium on general dietetics of com- 
munal feeding. The meeting listened with interest and apprecia- 
tion to Miss M. ABRAHAMS on the role of the dietitian, and to 
her figures obtained by examining actual meals at British 
Restaurants ; to Miss Il. M. Cuirt’s account of the important 
work carried out by her at the Morgan Crucible Company’s 
well-known canteen; to Miss M. C. Broatcu’s description of 
school meals as organized by the L.C.C.; and to Mrs. 
WINIFRED PaRSONS’S suggestions for tackling the problem of 
meals for the stay-at-home individual housewife. 

It is of interest to note that, according to Sir JosEPH BARCROFT, 
who “summed up” at the close of the meeting, the society's 
committee is making every endeavour to publish for general 
circulation the full proceedings of these meetings, with an 
editorial survey. Should this be brought about, practitioners 
will find a mass of information on nutritional subjects, from 
the abstrusely physiological to the most practical. At the last 
meeting, in particular, the width of range was noticeable, and 
one of its most noteworthy features, even more than of the 
previous meetings organized by the Nutrition Society (see this 
Journal, 1941, 2, 617: 1942, 1, 476). was the way that investi- 
gators from quite different lines of activity and quite different 
parts of the country independently produced data that were 
identical, confirmatory, or complementary. The possibility of 
deriving from the integrated experience of members an agreed 
practical policy on many urgent problems of dietetics is not 
in the least chimerical, and may well find actual expression far 
sooner than could have been foreseen 12 months ago. It is 
difficult to realize that 12 months ago this vigorous society had 
not even been born. 


An increased contribution to Australia’s war effort is revealed 
in the report for 1940-1 of the Walter and Eliza Hall Institute of 
Research in Pathology and Medicine, Melbourne. The blood groups 
of 42,000 members of the A.I.F. and R.A.A.F. were determined 
during the year, and a large number of eriergency donors for the 
Red Cross Transfusion Service were dealt with. Medical officers 
and laboratory assistants were trained in pathology, and other Army 
personnel in blood transfusion metheds. During immunization of 
members of the A.A.M.C. and A.A.N.S. investigation was made 
into the incidence of allergic sensitivity to tetanus toxoid, as demon- 
strated by intradermal tests, and its relation to subsequent generalized 
reactions. From observations on a series of some 80 persons there 
appeared to be no evidence that sensitivity to toxoid is acquired as 
a result of previous administration of antitetanic serum. Among 
the researches carried out at the Institute during the year were studies 
in human immunization against influenza, dysentery bacteriophages, 
the serological classification of invertebrates, and experiments on: 
kangaroo tendon. 
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BIRTHDAY MEDICAL HONOURS 


The names of the following members of the medical profes- 
sion were included in a Birthday Honours List published in a 
Supplement to the London Gazette on June 11. 


O.M. 
EpGar DouGias ApriAN, M.D., F.R.S., F.R.C.P. Professor of 
Physiology in the University of Cambridge. 


K.C.B. (Military Division) 
SHELDON FRANciS DupDLey, C.B., O.B.E., M.D., F.R.S., F.R.C.P. 
Surgeon Vice-Admiral, R.N. Medical Director-General of the 
Navy. 


K.C.V.O. 


Sir ALFRED Epwarp WesB-JOHNSON, C.B.E., D.S.O. President 
of the Royal College of Surgeons of England. 


Knighthood 
WILLIAM FLETCHER SHAW, M.D., F.R.C.P. President of the Royal 
College of Obstetricians and Gynaecologists. 
JOHN TayLor, C.I.E., D.S.O Major-General, Indian 
Medical Service. Director, Central Research Institute, Kasauli. 


C.B. (Military Division) 
ARCHIBALD CAMPBELL Munro, M.D. Major-General, Indian 
Medical Service. Honorary Physician to the King. 


C.M.G. 

DonaLD BREADALBANE BLACKLOCK, M.D. Professor of Tropical 
Hygiene in the University of Liverpool and Liverpool School of 
Tropical Medicine. 

Victor WILLIAM T1iGHE McGusty, O.B.E., M.B., B.Ch. Colonial 
Medica! Service. Director of Medical Services and Secretary for 
— Affairs, Fiji, and Central Medical Authority in the Western 
Pacific. 

ALEXANDER Francis Manarry, M.D.Toronto. Director of the 


Yellow Fever Research Institute, Uganda. 


CAE. 

GeorGe Reiw McRosert, M.D., F.R.C.P. Lieut.-Colonel., I.M.S. 
Professor of Medicine, Medical College, Superintendent and 
Physician, General Hospital, Madras. 

LioneEL EverarD Napier, F.R.C.P. Professor of Tropical 
Medicine and Director, School of Tropical Medicine, Calcutta. 

AsBpuL HaAmip SHAIKH, M.B., Ch.B.  Lieut.-Colonel, 1.M.S. 
Inspector-General of Prisons, United Provinces. 


C.V.O. 


Cepric Sypney Lane-Roperts, M.S., F.R.C.S., F.R.C.0.G. 
Consulting Obstetric Surgeon, Queen Charlotte’s Hospital. 


C.B.E. (Military Division) 
Henry Sr. CLair Cotson, M.B., B.S. Surgeon Captain, R.N. 
- ANDREW GranT, M.B.E., M.B., Ch.B. Air Commodore, R.A.F. 
ALAN Rupert Laurie, M.B., Ch.B. Colonel, late R.A.M.C. 


C.B.E. (Civil Division) 

Epwarp ARNOLD CARMICHAEL, M.B., F.R.C.P. Director of 
Neurological Research Unit, National Hospital for Nervous 
Diseases. 

THomMaAs Jones Mackie, M.D.Glas., M.R.C.P.Ed. Professor of 
Bacteriology in the University of Edinburgh. For services to civil 
defence. 

ALFRED CLARENCE NorMan, O.B.E., M.D. Director of the X-ray 
Institute in Iraq and Professor of Radiology, Royal College of 
Medicine, Bagdad. 

WYNDHAM Parker, M.C., M.B., Ch.B. Medical Officer of Health 
for Worcestershire. For services to civil defence. 

JAMES BERTIE SIMPSON, O.B.E., M.D., F.R.C.P.Ed. For public 
services in Sutherlandshire. 

FRANK DouGLas Turner, M.B. Medical Superintendent, Royal 
Eastern Counties Institution for the Mentally Defective. 


O.B.E. (Military Division) 

THOMAS FRANK Arnott, M.B., Ch:B. Lieut.-Colonel (Temporary 
Colonel), R.A.M.C. 

Ropert ALEXANDER Hepp_e, M.C., M.B., Ch.B. Colonel (Acting 
Brigadier), late R.A.M.C. 

Ropert Cyrit May, M.C., M.R.C.S., L.R.C.P. Surgeon 
Commander, R.N. 

O.B.E. (Civil Division) 

_Haro_p Bame, M.D., F.R.C.S. Medical Superintendent, Pinder 
Fields Emergency Hospital. 

LEONARD CHRISTOPHER BLACKSTONE, M.B.,_ B.S. Surgeon, 
Merchant Navy. 

Henry JosepH Burke-Garrney, M.D. 
Medical Service. Senior Pathologist, Tanganyika Territory. 

ALEXANDER CRUICKSHANK, M.D. Senior Medical Inspector, 
Equatoria Province, Sudan. 


Colonial 


FREDERICK TUCKER DeaTKER. Major, Indian Medical Department 
(ret). District Superintendent, St. John Ambulance Brigade 
Over-seas. 

WILLIAM SANTON GiLmMourR, M.B., Ch.B.  First-aid Commandant, 
Leeds Casualty Service. 

ERNEST KEITH MAcDONALD, M.D. Medical Officer of Health 
for Leicester. For services to civil defence. . 

ANDREW PATON MartTIN, M.B., Ch.B. Medical Director and Chief 
Health Officer, Southern Rhodesia. Director of Medical Services 
for the Defence and Air Force in the Colony. ; 

FREDERICK GARDINER Rose, M.B.E., M.D., M.R.C.P. Medical 
Superintendent, Leprosy Hospital, British Guiana. ; 

Puitip JAMES WATKIN, M.C., M.R.C.S.,_L.R.C.P. Medical 
oo L.C.C. Hospital, Lambeth. For services to civil 

efence. 

CHARLES FRANCIS WHITE, M.D. Medical Officer of Health for the 
City of London. For services to civil defence. 


M.B.E. (Military Division) 

GeorGE KEITH FuLTon, M.B., Ch.B. Major (Temporary Lieut.- 
Colonel), R.A.M.C. 

JOHN NEWMAN HEA_es, M.B., Ch.B. Captain, R.A.M.C. 

Mrs. Jessiz AGNES TAYLOR HENry, M.B., Ch.B. Captain, East 
African Medical Corps. 

THOMAS SLEMAN JOHNSTONE. Captain, Indian Medical Depart- 
ment. 

Me.eEcx, M.B., B.S. Temporary Surgeon Lieutenant, 
R.N.V.R. 

Jit SINGH, Subadar-Major and Honorary Captain, Sardar Bahadur. 
Indian Medical Department. 


M.B.E. (Civil Division) 

Miss Mary ANnpDrEws, M.R.C.S., L.R.C.P. Chief Civil Defence 
Warden, Chapel-en-le-Frith, Derbyshire. 

KARUNA KUMAR CHATTERJI, F.R.C.S.I.Lieut.-Colonel, I.M.S. 
District Superintendent, St. John Ambulance Brigade, Bengal. 

James Eyre Howarp, Lieutenant, Indian Medical Department. 
Assistant Port Health Officer, Karachi. 

Miss JERUSHA JHIRAD, M.D., M.R.C.O.G. Medical Officer in 
Charge, Cama and Albless Hospitals, Bombay. 

Raj Bahadur SUDERSHUN HariRAM Panpit, M.S., D.O. Lecturer 
in Surgery, King Edward Hospital Medical School, and Medical 
Officer in Charge, Ophthalmic Department, K.E.M. Hospital, Indore. 

WILLIAM STUART STANBURY, M.D. Regional Blood Transfusion 
Officer, Emergency Medical Service. 


Bar to Kaisar-i-Hind Gold Medal 

CHRISTIAN FREDERIK FRIMODT-MGLLER. Hon. C.B.E., M.B., Ch.B. 
oo Medical Commissioner, Tuberculosis Association of 
ndia. 

Kaisar-i-Hind Gold Medal 

Miss Hitpa Mary Lazarus, M.B., B.S.Madras, F.R.C.S.Ed., 
M.R.C.O.G. Women’s Medical Service for India. Principal, Lady 
Hardinge Medical College, Delhi. 

Miss IpA Mary Roserts, M.D. Medical Officer in Charge, 
American Hospital for Women and Children, Madura. 

AMULYA CHANDRA UKkiL, M.B. Senior Physician, Chest Depart- 
ment, Medical College Hospitals, Calcutta. 


Miss Kathleen Mary Shaw, personal assistant to the Pean of the London 
School of Hygiene and Tropical Medicine, is awarded the M.B.E. 


The Joint Tuberculosis Council met in London on May 16, when 
Sir Wilson Jameson, Principal Medica! Officer to the Ministry of 
Health, addressed the members. He referred to certain figures about 
to be published concerning mortality rates of tuberculosis since the 
outbreak of war, especially in children, and to the steps taken to 
secure closer co-operation between tuberculosis organizations in this 
country. It might be necessary, he said, to look at tuberculosis from 
an entirely new point of view, because it was a disease that called 
for special methods for its alleviation, and must be regarded in that 
light. The recent circular on rehabilitation had contributed some- 
thing towards a solution of this difficult problem. Sir Wilson then 
described his experiences with regard to mass radiology in the United 
States, where the 5 in. by 4 in. film was in favour. A recent 
departure, however, had been the co-operation with the Army 
authorities and the Ministry of Supply to secure apparatus capable 
of taking 35-mm. films, and he looked for suggestions as to technical 
administration and other steps which might be taken for the best use 
of this apparatus among the civilian population. In conclusion he 
mentioned some recent work on chemotherapy in the United States 
which promised, in animal experiments, to be successful, but which 
had not reached the stage when the drug concerned could be admin- 
istered without toxic effects on human beings. He felt, however, that 
chemotherapy might well be used in the future treatment of tubercu- 
losis. In the general discussion that followed reference was made 
to one of the greatest difficulties confronting tuberculosis workers 
at present, and especially medical superintendents of sanatoria— 
namely, shortage of nursing and domestic staff. The council later 
set up a committee to report on the utilization of facilities for mass 
radiology, with special reference to technique, adminstration, and 
interpretation. 
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Correspondence 


Syme’s Amputation 


Sir,—Mr. P. Jenner Verrall in his article on amputations 
(May 30, p. 676) condemns Syme’s amputation of the foot. He 
says that the original operation with a large heel-flap dissected 
up before disarticulation is quite obsolete, that the amputation 
is not satisfactory for civilized man, and that the stump be- 
comes periostitic and non-weight bearing. There are many 
surgeons who believe that Syme’s amputation remains the best 
for the lower limb, and it would be wrong in wartime to allow 
its condemnation to pass without comment. It is an opera- 
tion which requires care and judgment, but if these two basic 
considerations are respected the results are excellent. There is 
no excuse for making too large a heel-flap ; the earliest writers 
warn surgeons against this mistake. Thus Erichson (Science 
and Art of Surgery, 1895), after giving Syme’s original descrip- 
tion, emphasizes the importance of inclining the incision back- 
wards towards the heel, and underlines the many dangers and 
drawbacks of large “ cup-shaped ” flaps. This was 47 years ago. 

Furthermore, if sepsis in the area of operation is present, or 
likely to occur, Syme’s amputation is best avoided. I saw 
many cases following the last war in which the operation was 
performed by amateurs under adverse conditions in the for- 
ward hospitals of France. Redundant heel-flaps or sepsis 
necessitated reamputation at a higher level. Statistics based on 
such material are of little value when estimating the merits or 
demerits of any surgical procedure. The late Mr. R. C. 
Elmslie, orthopaedic surgeon to St. Mary’s Hospital, Roehamp- 
ton, and St. Bartholomew’s Hospital, after a long experience 
stated that Syme’s amputation was the best for the lower limb. 
There is no reason to suppose he had not given due considera- 
tion to the end-results. 

I have recently published the result of a case operated upon 
50 years ago by my father, surgeon to the Royal City of Dublin 
Hospital. The patient was seen in 1941 ; the amputation was 
performed in 1891. Although over 80 years of age, the patient 
was a master of fox-hounds, and his hobbies included shooting 
and dancing. A radiograph of the stump showed an absence 
of osteophytes. He walks, when he so desires, without any 
artificial limb. He is able to dress and bath in the morning, 
and to get up at night, on one errand or another, without the 
trouble and inconvenience of applying the prosthesis. It is a 
very different story with those condemned to amputation at a 
higher level. 

Limb-makers as a rule do not favour the operation. ‘* Many 
amputees,” says Oppenheimer (1938), “‘ exist with tissue which 
is of value to them, but a problem to the brace-maker. That 
is no reason why tissue should be sacrificed” (Surgery of 
Modern Warfare, p. 524 and figs. 604, 605). The conclusion 
of W. E. Gallie of Toronto, after an experience of 2,448 
amputations of the lower limb (Surg. Gynec. Obstet, 
1941, 73) is that Syme’s amputation, if properly done, is 
the best of all. In this belief he is supported by Le Mesurier 
and other well-known authorities.—I am, etc., 

W. I. DE C. WHEELER. 


Inhibition of Lactation 


Sir,—We have read Prof. Chassar Moir’s letter (May 30, 
p. 681) with interest, for it confirms in principle the results 
of the investigations on which we have been engaged during 
the last three years, and which we have published on three 
separate occasions'** on the use of triphenyl chloro- 
ethylene for the inhibition of lactation. The last series published 
was one of 80 cases. In 3 only was lactation not inhibited by 
the original course of treatment, and in 7 others some degree 
of breast discomfort occurred. Completely symptom-free in- 
‘hibition was thus obtained in 87.25% of cases in which 
triphenyl chloro-ethylene was used, a figure which compares 
very favourably with the 77%. success in a smaller series treated 
with stilboestrol. 

In contrast with the experience of Prof. Moir, we have 
found a single injection of 0.25 to 0.3 g. of triphenyl chloro- 


ethylene in oil so convenient and effective a method of treat- 
ment that for the past 18 months we have given up oral 
administration in its favour in every case of stillbirth. Only 


one injection is required, which can be given at birth without . 


the patient’s knowledge, and there is no secretion of milk at a 
later date to remind her of her misfortune. In 1940 we were 


able to show that complete and painless inhibition had been. 


obtained in 26 out of 29 cases to which a single injection had 
been given within 24 hours of delivery. These figures gave 
rise to the statement then, that “to this end [namely, inhibi- 
tion of lactation] . . . triphenyl chloro-ethylene appears to be 
especially well adapted.” 

Finally, we too wish to record our thanks to Dr. Charles 
Scott of Imperial Chemical Industries for his unfailing 
generosity in the supply of triphenyl ethylene compounds.— 
We are, etc., 

A. I. S. MACPHERSON. 
W. F. T. HAULTAIN. 


1 Macpherson and Robertson (1939). Lancet, 2, 1362. 
2 Macpherson (1940). Edirb. med. J., 47, 406. 
3 Haultain (1942). Ibid., 49, 73. 


Edinburgh. 


Calcification of Intervertebral Disks 


Sir.—The case published by Mr. M. Albert (May 30, p. 666) 
presents several interesting features, but is he correct in 
“diagnosing it as the final phase of Schmorl’s ‘ spondylosis 
deformans "—itself considered to be a true osteo-arthritis of the 
spine”? If he will consult Schmorl and Junghanns’s mono- 
graph on the subject of spondylosis deformans he will see that 
they rightly record it as a common condition, the incidence of 
which increases with each advance in the age period, but their 
illustrations bear no resemblance to this, even in the over-80 
age period. 

Now, cases presenting the radiographic appearances illustrated 
by Mr. Albert are relatively rare, and the fact that these 
generalized changes in the spine are associated with similar 
changes in all the large joints should cause one to suspect a 
diagnosis of primary generalized osteo-arthritis, for generalized 
degenerative arthritis is certainly very rare indeed in a man 
of 38, the age at which the radiographic signs were seen. 

Changes similar to those which Mr. Albert illustrates in the 
spine and describes in all the large joints have been recorded 
(Brailsford, Radiology of Bones and Joints, 1935) in the con- 
dition described as ‘* osteitis deformans ochronotica,” and we 
would suspect that this case also is associated with some defect 
in metabolism, such as we get in alcaptonuria, which has led 
to atrophy and destruction of the intervertebral disks and 
articular cartilage and ultimately sclerosis of the approxi- 
mated bony surfaces.—I am, etc., 


Birmingham. JAMES F. BRAILSFORD. 


Deficiency Diseases: Lessons from the Past 


Sir,—Over 33 years have passed since 4 men, of whom the 
leader was Ernest Shackleton, pioneered a trail to the South 
Polar Plateau until, their supplies exhausted and with the 
narrowest margin cached at depots in their rear, more than 
100 miles apart, they were forced to beat a retreat after having 
reached the highest latitude man had ever attained—97 miles 
from the Pole. The results’ of the Peary Expedition in the 
North were then unknown. 

I had long since shot 3 of our 4 ponies, yet their remains 
distributed over the homeward trail were to play a definite part 
in Polar history. The fourth, “Socks,” the greatest hero of 
them all, disappeared through a crevasse in the Beardmore 
Glacier, where he still rests unchanged by the passage of time. 
The forces of Nature and human weaknesses combined to de- 
feat our retreat from the Pole, yet the scavenger of the Polar 
wastes—scurvy—was for the first time in Antarctic history un- 
able to claim a single victim. Not one of us, however, escaped 
reminders of lurking foes. 

For two days Shackleton was hauled on a sledge after a 
heart attack. Two fell in their tracks from complete exhaustion 
at the end of a 36-hour march without food, stayed only dur- 
ing the latter stages by “ forced march,” a cocaine preparation 
which had been reserved against such a contingency until the 
supply failed before the depot was reached. I finally succumbed 
to an overdose of a well-known brand of birthday gift cake 
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which had been deposited by a relief party at the last depot 
and which, although on “points,” was not rationed. All 
suffered in a greater or less degree from enteritis due to un- 
cooked pony meat, killed and frozen after extreme exhaustion, 
in which rigor mortis had not previously played its part. 
Throughout the longest journey in Antarctic history from 
which the whole party returned to tell the tale, the earliest 
symptom of scurvy—weakness progressing to. extreme debility 
unrelieved by vitamin-free diet—was noticeably absent. Ninety 
days’ supplies supplemented by pony meat had served for 126 
days. 

From the Polar Regions—the home of scurvy—to Dutch New 
Guinea, with beriberi as its tropical bed-fellow, is a short trail 
-——-or so I found it in 1909. A prolonged expedition into the 
unknown interior affords no scope for research except, ‘“ How 
can I possibly keep the members alive? ” But in this I dismally 
failed, for 23 convict coolies died from beriberi, whilst in- 
validings at 3- and 6-months intervals assumed alarming pro- 
portions. Kadiang idjoe, when germinated, is of value in the 
Dutch East Indies against beriberi, but, under conditions of 
arduous river transport and heroic efforts against a solid wall of 
jungle among the foothills and razor-backed ridges of the 
Central Mountain Range, its issue is impracticable. It was 
not until the researches of Stanton and Fraser revealed the 
merits of unpolished rice that any practical steps could be 
taken to safeguard the future. 

While benign tertian malaria had claimed 100% victims, 
beriberi ignored a selected few whites who regarded rice as 
“coolie food” and preferred to eke out their existehce on 
flour and such fowl as the jungle could provide. Beriberi was 
confined to the members of the expedition and was unknown 
among the sago-eating low-jungle natives or the mountain 
pigmies who live on roots. For bred by “Ignorance” out of 
“Miss Adventure” the expedition broke its back at the last 
fence and we failed to reach our objective—Mount Carstenz. 

When trailing Martinovitch’s army in the Montenegrin 
mountains in 1912-13 I learnt the value of yaghourt cheese, 
and the virility of the mountain tribes there and in Albania 
bears testimony to the merits of a local diet, and not out of 
tins. 

It was not, however, until the last war, when the researches 
carried out at the Lister Institute and into the past history of 
scurvy in the Navy were published, that any real progress was 
made into the cause and prevention of scurvy. Before then, 
any suggestion that “trench mouth *—so common in France-—— 
was a pronounced symptom of scurvy amounted almost to a 
risk of the firing squad. The relative merits and demerits of 
lemon juice and lime juice, following the Battle of the Nile, 
received full consideration, and later, in 1919, it was possible 
within certain limits to confirm further the value of these 
researches. 

The Penal Settlement at Modjouski Island in the White Sea 
produced some 200 scurvy cases which it was found impossible 
to treat or cope with under prevailing conditions. They were 
transported to the vicinity of Archangel, where a trial of several 
diets showed that the one based on “sour milk ” produced the 
quickest response. So successful were the treatments carried 
out by experimental diets that the centre could not be justified 
after three months because the North Russian Expeditionary 
Force failed to provide further cases. 

The germination of peas was rigidly enforced in every unit 
and blockhouse throughout the N.R.E.F. (Archangel), with the 
result that scurvy was non-existent. After germination the peas 
were rapidly boiled for 20 minutes. “Simmering” was 
definitely harmful, and scurvy was found to be sporadic in the 
prisons where effective control was lacking. 

For centuries every Polar Expedition carried with it all the 
ingredients from which scurvy could be brewed at short notice, 
yet the tribes who lived on the fringes of the Arctic retained 
their virility, for they pitched their camps or built their igloos 
where Nature was able to provide a means of livelihood. Only 
the “ foreigher ” with his artificial means of livelihood proved 
the habitual victim of deficiency diseases. And so it has been 
throughout the history of scurvy in many lands where the un- 
welcome traveller has depended on “ civilization” for a means 
of livelihood in alien surroundings. But not so the pastoral 
or nomadic tribes, who in unfriendly lands by means of rein- 
deer, goats, sheep, cattle, asses, or camels, from the Arctic 


Circle to the Equator, depend mainly on “sour milk.” In 
Africa this is the rule rather than the exception. 

In Dutch New Guinea we bred beriberi, which was unknown 
among the primitive races we there discovered but which con- 
fined itself to those who made rice from modern mills their 
staple diet. 

The possible relationship between the increasing prevalence 
of duodenal ulcer and deficiency diseases due to prolonged 
cooking or “simmering” is a subject on which I should wel- 
come enlightenment.—I am, etc., 


Eric S. MARSHALL, 
Late Surgeon and Cartographer, British Antarctic 
f ; Expedition, 1907-9 ; late Surgeon, British Expedi- 
Littlewick Green, tion to Dutch New Guinea: late D.A.D.M:S. 
Berks. (San.), N.R. E. F. 


Teaching Urethral Instrumentation 


Sir,—As post-war planning of medical education is now 
under consideration, may I, as a urologist, draw the attention 
of those responsible to the need for special instruction to 
senior medical students in the use of urethral instruments? | 
submit that such instruction must be given by a teacher qualified 
by experience. I visit many hospitals, both rate-aided and 
voluntary ; it is rarely that I meet a recently qualified medical 
man or woman who knows how a catheter or bougie should be 
efficiently passed. As to sterilization of these instruments, the 
majority place them after boiling, or without boiling, into a 
strong antiseptic, which ruins them for further use. 

The general practitioner will benefit his patient much more by 
passing a catheter gently and successfully than by being able 
to tell him the cause of his retention. At one teaching hospital 
in London with a genito- urinary department I was dumb- 
founded when the senior surgeon informed me the other day 
that it was not compulsory for medical students to attend the 
out-patient clinic, where special instruction is given in the use 
of urethral instruments. 

It may be mine will be a voice crying in the wilderness, but, 
at any rate, I can satisfy my conscience that I have cried.—I 
am, etc., 

CLIFFORD Morson. 


Adrenaline Bronchoconstriction 


Sir,—I am glad Mr. Maxwell Ellis has pointed out (June 6. 
p. 708) that the observation that adrenaline may constrict the 
bronchi is not new, as suggested in your annotation of May 2. It 
has indeed been well known for many years, and was the start- 
ing-point of many investigations at King’s College, London, 
for the Asthma Research Council. It was the search for its 
cause which led D’Silva to discover that adrenaline caused a 
large rise in the blood potassium. The original observation 
was, however, not made by Kiese in 1935, but by Golla and 
Symes in 1913 (J. Physiol., 46, 38). This paper Maxwell Ellis 
himself appears to have overlooked. 

Such mistakes emphasize how important it is that some 
public body should undertake the making of systematic reviews 
of the whole field of medical research if a large amount of 
time, money, and labour is not to be wasted in future years.— 
I am, etc., 

R. J. S. McDowa tt. 


Sir,—We are indebted to Mr. Maxwell Ellis for drawing our 
attention in your columns to his observation that adrenaline 
injections in the dog may occasionally increase the tone of the 
bronchial muscle, a response which he tentatively suggests may 
be due to a secondary effect of the rise in blood pressure acting 
centrally in an unusual manner. If under certain experimental 
conditions this indeed be the mechanism of adrenaline broncho- 
constriction—and it appears to us not unlikely—presumably the 
efferent nerve impulses reach the bronchi by way of cholinergic 
nerve fibres running in the vagus or issuing from the stellate 
ganglion (Hebb, J. Physiol., 1940, 99, 57), for it has yet to be 
shown that stimulation of adrenergic nerve fibres causes 
bronchoconstriction. There is, however, evidence that adrena- 
line bronchoconstriction occurs without the functional mediation 
of cerebral centres. It has been demonstrated in the decere- 
brate or spinal rabbit or cat, in which it is not prevented by 
large doses of atropine sulphate (Golla and Symes, J. 
Pharmacol., 1913, 5, 87). Furthermore, Kiese (Arch. exp. Path. 


oral 
vend 
10ut . 
ata 
were 
seen - 
zave 
> be | 
irles 
iling 
losis 
the 
ono- 
that 
e of 
their 
‘ated 
hese 
nilar 
ct a 
lized 
man 
rded 
con- 
we 
efect 
s led 
rOXxi- 
| 
| 
i 


772 JuNE 20, 1942 


CORRESPONDENCE 


BRITISH 
MEDICAL JOURNAL 


Pharmak., 1935, 178, 342), whose work Mr. Ellis quotes, 
obtained adrenaline bronchoconstriction in decapitated cats. 

Our own investigation, to which your annotation (May 2, 
p. 557) refers, was designed to examine the conditions govern- 
ing the constrictor action of adrenaline on the bronchial muscle 
itselt in lungs completely isolated from the body and artificially 
supplied with a constant flow of blood. The results of these 
experiments led us to the view that prolonged hypo-adrena- 
linaemia created a condition in the bronchial muscle which 
made it respond by contraction to single injections of adrenaline. 
The development of this abnormal muscle state could be pre- 
vented by continuous additions of small concentrations of 
adrenaline to the blood. Moreover, once the abnormal respon- 
siveness of the bronchial muscle to adrenaline had been allowed 
to develop, it could be brought back to normal by appropriate 
dosages of adrenaline. It appeared that whether adrenaline 
caused bronchoconstriction or bronchodilatation depended 
upon the adrenaline “history” of the bronchial muscle. 

We speculated that these results may have some bearing on 
the part which an emotional stimulus may play, by causing a 
sudden excess of adrenaline secretion, in promoting or cutting 
short attacks of paroxysmal dyspnoea due to bronchospasm 
in human subjects with a neuropathic and, according to some 
authorities, of necessity an allergic diathesis. This problem is 
fully discussed in the original paper. Hitherto speculations 
as to the cause of bronchial asthmatic attacks have largely 
centred around abnormally sensitive vagal mechanisms, and the 
conditions governing the functional state of the bronchial 
muscle itself have perhaps received insufficient attention. We 
agree with Mr. Maxwell Ellis that “all results of animal 
experimentation must be charily applied to man.” Our results 
suggest the addition of one more to the already numerous 
potential mechanisms held responsible for bronchial asthma. 
Whether or no adrenaline possesses the dual role of producing 
and alleviating an asthmatic attack by acting on a bronchial 
muscle in different responsive states can only be settled by 
further animal experimentation and clinical investigations on 
man.—We are, etc., 

I. DE BURGH DALY. 
CATHERINE O. HEBB. 
BARBARA PETROVSKAIA. 


Sir,—Your annotation (May 2, p. 557) and the letter by Mr. 
Maxwell Ellis (June 6, p. 708) are not merely interesting but 
of great importance in therapeutics. Whereas it has been 
argued by some that adrenaline is invariably successful in the 
treatment of status asthmaticus, my own clinical experience 
in asthma does not bear this out, but rather confirms the ideas 
referred to above. Recently I saw a woman of 42 years in 
status asthmaticus. I injected adrenaline, as is proper in these 
cases, and repeated the dose at intervals. It was only after the 
third injection that I realized that the adrenaline was increas- 
ing the wheeze and distress. A fourth dose convinced me of the 
truth of my observation. Thereafter other measures were 
adopted with resulting improvements. Apropos of this problem, 
Levin (Ann. Surg., 1935 p. 161) recorded successes in cases of 
intractable asthma by neurolysis of the thoracic sympathetic 
by alchohol injection, from which he deduced that in some 
cases adrenaline produced  bronchoconstriction and _ not 
bronchodilatation.—I am, etc., 


Glasgow. GEORGE KRASNER. 


Respirator Dermatitis 
Sir.—Dr. H. W. Allen’s letter published in your issue of 
June 6 contains several criticisms which call for reply, many 


_ Statements which require correction, and some questicns which 


merit answers. 

(1) While it is correct to say that all waterproof rubber is 
treated with accelerators or antioxidants the phrases, “If these 
are not neutralized or removed superficially by solvents they 
will cause dermatitis,” and “Respirator dermatitis is merely 
a form of rubber-finish dermatitis” represent sweeping state- 
ments with little basis in fact and necessitate the dispelling of 
any illusions which Dr. Allen may have about a superficial or 
“ final-touch ” nature of the process. Some accelerators and 
antioxidants alone act as irritants in the concentrations used, 
and these affect a small percentage of subjects enly. These 


substances are intimately “ blended” with the rubber through- 
out, so much so that. some experts believe that they form 
compounds with the unsaturated rubber molecules. Neutraliza- 
tion and superficial removal by solvents has not been possible, 
partly because of the thorough incorporation of these substances 
among the rubber particles and partly on account of their 
low solubility in suitable solvents. It is appreciated that some 
rubber gloves can be rendered harmless for sensitized subjects 
by superficial treatment with 4°% sodium hydroxide, but this 
does not apply to potentially harmful respirator rubber. The 
implication that neutralization or removal by solvents of these 
substances is carried out by manufacturers before distribution 
of rubber articles bears no relation to fact in the case of 
respirator masks. 

(2) In reply to the criticism that the dermatitis may have 
been due to other causes I first refer Dr. Allen to a careful 
study of the paragraphs dealing with diagnosis and confirmation 
thereof (Journal, May 23, 1942, p. 631); then assure him that 
the history of the incriminated masks did not differ in any 
way from that of thousands of other masks apart from the 
fact that they were made by certain firms which used the 
irritant substances in question; and finally give him the in- 
formation—I regret it was omitted—that scrupulous care was 
exercised in the washing of the masks after use in the gas 
chamber. 

(3) In the next paragraph Dr. Allen embarks on the interest- 
ing but controversial subject of classification of dermatitis. 
It is contended that few would take exception to the inclusion 
of respirator dermatitis in the group known as “* dermatitis 
venenata,” whether resulting from one long exposure or froni 
several shorter ones. The ierm “sensitization dermatitis was 
used advisedly as a result of the observation that the 
dermatitis developed only in certain individuals after several 
exposures to the irritants, while other Service personnel, using 
the patients’ masks or wearing masks of identical composition, 
batch, and make, remained unaffected, proving the essentially 
individual nature of sensitization. Reports on cases of respirator 
dermatitis observed elsewhere confirm the fact that a repeated 
exposure is a characteristic in the aetiology of the condition, 
though half-hourly respirator drills had been the rule. Even 
if, as Dr. Allen suggests, the dermatitis had resulted from a 
first long exposure, the term “sensitization dermatitis ” is still 
applicable because it is most difficult to eliminate the possibility 
of a previous contact with a chemical grouping or side chain 
which may be a component of the compiex organic formulae 
representing the irritant substances in question—e.g.. as in 
subjects previously exposed to photographic developers contain- 
ing a body of quinone structure may show sensitivity to the fur 
dye ursol, which is irritant by virtue of the quinone grouping 
which it contains. 

(4) It is difficult to comprehend why Dr. Allen deems rubber- 
glove dermatitis important enough to deserve mention, but 
would omit a reference to dermatitis of the penis due to 
condoms, a most trying and alarming condition in which 
correct diagnosis is all-important. Both conditions are com- 
paratively rare. 

(5) Dr. Allen states that Burow’s solution usually contains 
lead acetate, aluminium sulphate, and aluminium acetate. This 
is incorrect—it is synonymous with liquor aluminium acetate 
B.P.C. in this country, and no lead is used in its preparation. 
Reference to the British Pharmaceutical Codex, 1934, p. 1303, 
may reassure him. The Dutch Pharmacopaeia Ph. Ned. V, 
however, directs the use of lead acetate in preparing Burow’s 
solution, and this contains 0.6° of lead sulphate. Incidentally, 
weak lead lotion was used with success in two cases of respirator 
dermatitis. 

(6) In a very small percentage of people phenobarbitone is 
responsible for a drug eruption which may be morbilliform, 
scarlatiniform, or urticarial, but a resulting dermatitis suggested 
by Dr. Allen, if it ever occurs, must be extremely rare. The 
reason for the use of phenobarbitone in respirator dermatitis 
was its excellent antipruritic property—the alleviation of 
irritation inducing sleep. Potassium bromide and _ chloral, 
suggested as a substitute, produce drug eruptions more com- 
monly than phenobaritone, though the slight risk incurred would 
be justified if their antipruritic properties were as effective as 
that of phenobarbitone.—I am, etc., 


JOHN PETRO. 
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Mass Radiography 

Sir,—It would be wrong to allow Dr. Hermon’s letter (May 
30, p. 678), as an exposé of the position of mass miniature 
radiography in this country, to pass without comment. The 
committee appointed by the Ministry of Labour and National 
Service, in deciding in the year 1940 that it was impracticable 
to adopt miniature radiographic examination of recruits for 
the armed Forces, may have been correct; that this is still 
impracticable, as Dr. Hermon assumes in his letter, is more 
than doubtful. He states that miniature radiography in this 
country is still in the experimental stage and that apparatus is 
costly and difficult to procure. 

Experimental work in every branch of radiography is always 
going on at the same time as the standardized work, and this 
precisely is the position with miniature radiography. The 
Welsh National Memorial Association are passing many cases 
through their centre at Cardiff, and the Royal Hospital at 
Chatham is dealing with recruits at the rate of something like 
400 or 500 a day. The Welsh National Memorial Association 
have designed a travelling van which can be taken to the more 
isolated centres in Wales and miniature radiography of a 
selected group of the population carried out. That miniature 
radiography is any more tentative or experimental in this 
country than it is in Canada or the U.S.A. is not true. 

With regard to the apparatus which is necessary, surely Dr. 
Hermon overstates the position. Of course x-ray apparatus is 
not easy to obtain, but since a 4-valve transformer giving 
100 mA plus a rotating anode tube are the main requirements 
—apparatus such as he might prescribe for any x-ray room in 
an up-to-date hospital—the provision surely should not be a 
grave obstacle. The Welsh National Memorial Association 
have at their centre and propose to install in their travelling 
van twin rotating anode tubes to ensure adequate rest for each 
of the tubes. This does not suggest grievous difficulty of supply. 
One would not labour equipment were it not that the other 
items are so definitely products of the home market. No 
fluorescent screen other than the British-made Levy-West is 
considered adequate for fluorography here or on the other side 
of the Atlantic ; and whereas German-made camera lenses have 
until now been the main stand-by, there is in process of being 
marketed by a British firm a lens whose coverage at a specified 
distance is greater and whose definition is better than anything 
which up to now has come out of Germany. I would not 
mention these technical details if it were not that Dr. Hermon, 
in appraising the various techniques. appears to have sought 
his data exclusively in American publications on the subject. 
It is probably this factor which has led him to exclude from 
his list the 76 mm. by 35 mm. miniature, which is likely to 
establish itself in this country as the most efficient and the 
most economical. A few simple calculations will show that 
the 76 mm. by 35 mm. miniature must, when enlarged, show a 
greater Cegree of photographic sharpness than either the 5 by 4 
in. or the 3S-mm. miniature 

In assessing the accuracy of the various techniques of 
examination Dr. Hermon follows Dr. A. C. Christie and lists 
steroscopic views of the chest as the most accurate method. 
The late Dr. Twining, in his article on ‘“ Diseases of the 
Respiratory System ” in the Texthock of X-ray Diagnosis, states 
that stereoscopic radiogranhs have always enioyed a vogue 
abroad, but that in general the reluctance of most radiologists 
to incur the additional expense of routine stereoscopic films is 
fully justified by experience. This is a position from which 
the bulk of radiologists in this country are not inclined to 
depart. 

The plea for the extension of the existing facilities for routine 
radiography is one which has been dealt with by many corre- 
spondents, and it is precisely its own limitations which have 
called into being miniature radiography. The existing facilities 
should be called into action when by means of economic radio- 
graphy a large group such as recruits to the armed Forces have 
been classified into: (1) normal, (2) doubtful, (3) positive. It 
would be for the last two relatively small categories that the 
standard Roentgen-ray examination by means of a 17 by 14 in. 
film would be reserved. 

What, then, is required in order that an economic and efficient 
x-ray examination of any stratum of the population may at any 
time be carried out? The creation of a number of centres for 


mass miniature radiography by the simple addition of the 
camera attachment to existifig apparatus as described above— 
arranging the development of the miniatures with one of the 
trade houses who are capable of dealing with 600 or 700 in 2 
or 3 hours, and that at a cost of about 14s.—and the devising 
of an efficient system of identification of the miniatures and 
the patients. The experience of centres already in existence 
would provide a working model for this. Miniature radiography 
of any mass of the population is not in this country, I submit, 
impracticable.—I am, etc., 


Shrewsbury. J. LAVELLE. 


Adult Pulmonary Tuberculosis 


Sir,—Dr. R. C. Wingfield’s interesting article on the above 
subject (May 23, p. 637) has certainly given us food for thought, 
and his hypothesis on the method of implantation of the early 
adult tuberculous lesion is convincing, especially his exogenous 
superinfection theory as a causative factor of increased activity 
in the minimal and unrecognized lung lesions. He rightly 
states: “It is impossible to fix a truth in the scientific field 
of knowledge.” Nevertheless, most of his arguments are con- 
vincing, and this is half the battle towards the scientific fact. 
He is not convinced of the aerogenous implantation theory in 
these cases, but is a firm believer in such a path where child- 
hood infections are concerned. Why should the bronchial tree 
behave differently in the adult? Both are infected with the 
10 » diameter droplet, which, incidentally, is no longer 10 » 
when mixed with the tracheo-bronchial secretions. He is un- 
able to corroborate a statement which I made in a letter to 
the Journal (Feb. 28, p. 309) that haematogenous spreads are 
easily recognizable radiologically. Briefly, it might assist if 1 
tabulate what I consider are convincing radiological facts about 
haematogenous implantations and which would tend to dis- 
prove the blood-borne hypothesis of these early adult infections. 

Excluding direct haemorrhage, the blood carries the tubercle 
bacilli, or any other agent for that matter, direct to the end 
arterioles in the lung, where they are deposited in the lung 
stroma as a single focus or most commonly as a gun-shot 
involvement of a limited area or the entire lung—i.e., in a 
miliary form. This equally applies to miliary carcinomatosis 
and miliary sarcomatosis, which radiologically are indistin- 
guishable from miliary tuberculosis. Is there any other picture 
whith blood-borne bacilli of low virulence can produce? Ad- 
mittedly septic emboli and organisms of high virulence imme- 
diately produce marked perifocal reaction, bearing no resem- 
blance to miliary tuberculosis. The predominant features of 
these tuberculous haematogenous implantations appear to be: 

1. The foci are small, pin-point, clearly cut, round, and of uniform 
size, and must not be confused with bronchopneumonic foci, which 
vary in size and represent one or more bronchopulmonary end 
segments. 

2. They have little or no perifocal reaction. 

3. They may be local or general throughout the lung. Sometimes 
they are confluent and more difficult to recognize. They may be 
uniformly larger. 

4. If the patient survives (a) they become calcified and remain so 
throughout life (granulie froid), (b) resolution takes place leaving 
no trace (especially the localized type), (c) they leave, on healing, a 
spotted calcified residue. 

5. A focus may be seen in the lung from which the spread is 
precipitated. 

6. It is assumed that they are interstitial and not parenchymatous, 
and this may account for the absence of perifocal reaction. 

The above picture is one of haematogenous miliary tuber- 
culosis with pulmonary localization, and I am unable to 
conceive any other picture of blood-borne tubercle bacilli 
implantations. 

If the early adult lesion is blood borne it does not. even 
in its earliest stages, conform to this picture. Instead we find 
a lesion which corresponds to bronchial rather than a vascular 
distribution (localized tuberculous pneumonia with its sequelae 
of fibrosis, blocked lymphatics, etc.) suggesting aerogenous im- 
plantation. When the focus is completely arrested there is still 
no suggestion that it is a haematogenous implantation. Simi- 
larly, in cross infections the tubercle bacilli pass via the tracheal 
route to the opposite bronchus of the upper lobe, where they 
are deposited in approximately the same site as the original 
lesion. This would surely suggest an aerogenous rather than 
a haematogenous transfer. Why should the childhood aero- 
genous Ghon’s focus occupy the lower zone and the adult 
Assmann’s focus the upper zone? This is difficult to answer, 
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but an explanation may be found in the anatomical variations 
between the childhood and adulf bronchial trees. It may be 
that the lung of the child is more likely to be involved by 
gravity, which carries the secretions to the lower lobe. The 
adult, by coughing, expels the secretions into the upper lobe.— 
I am, etc., 

Hull. J. E. BANNEN. 


March Haemoglobinuria 


Sir,—I was interested in your annotation on march 
haemoglobinuria (June 6, p. 702). In the early ‘eighties I was 
taking part in long-distance running—one mile and three mile 
races. I used to train at the Lillie Bridge Athletic Ground at 
Fulham, London. I found that, after running, I passed 
porter-coloured urine without any subjective symptoms of 
malaise. I was then a medical student, and my trainer, 
belonging to the athletic ground, told me it was very common 
among the men who ran for training purposes. I consulted 
one of the physicians at my hospital, St. George’s, who was 
president of the London Pathological Society. He was much 
interested, but could throw no light upon it, but described it 
to me as a marked example of haemoglobinuria. I never found 
any sign of this complex after strenuous physical exercises, such 
as rugby, football, cycling, or rowing, and have never had 
any reminder during a long and strenuous life as a general 
practitioner in London. 

I met with one case since—occurring in a man who walked 
from London to Brighton against time.—I am, etc., 

Essex. B. H. COMERFORD. 


Inspectorship under the Cruelty to Animals Act 


Sir,—At the end of June a somewhat rare event will take 
place. The Home Office will make an appointment under the 
Cruelty to Animals Act, 1876, which regulates the practice of 
experiments on living animals. May I call attention to the im- 
portance of ensuring that the inspector appointed shall have, 
in addition to the requisite scientific knowledge, a genuine sym- 
pathy for animals, as evidenced by his having in the past 
effectively associated himself with efforts for the betterment 
of their lot in some field or other? -Preferably, too, he should 
have veterinary knowledge. 

An inspector under the Act exercises an important function, 
not, indeed, as a policeman, but in advising research workers 
as to the interpretation of their obligations in particular cases. 
In view of the number of experiments licensed under the Act, 
direct supervision is not practicable on any material scale, but 
I assume that the majority of research workers do not desire 
to contravene the regulations, and that the inspector’s guidance 
will in general be effective. 

The Act is a compromise between the claims of science on 
one hand and the rights of animals on the other. The line 
drawn in the practical application of this compromise must 
inevitably be an arbitrary one. Until somebody can lay down 
clear-cut rules which will command general assent, the best 
that can be done is to make as fair a compromise as possible. 
This calls for exceptional impartiality, and since a man with the 
indispensable scientific training will necessarily have a pre- 
disposition in favour of science, it is important that he shall 
also have an offsetting predisposition in favour of the other 
party in the compromise. This could be ensured by requiring 
candidates for the post to prove that they have in the past 
been effectively associated with some effort to better man’s treat- 
ment of animals, wild or domestic.—I am, etc., 


P. CHALMERS MITCHELL, 
President, Universities Federation for Animal Welfare. 


Complacency in Anaesthetics ? 

Sir,—Dr. Basil Hill’s letter (May 23, p. 653) containing 
comments upon my letter published under the caption “ Com- 
placency in Anaesthetics?” is interesting but not instructive, 
for it contains only personal impressions and not any definite 
information. I freely admit that in considering anaesthetic 


mortality over the last 50 years all due weight should be given 
to the fact that the field of surgery has widened immeasurably, 
and that cases which in the old days presented insurmountable 
anaesthetic problems (such as lobectomy under positive pressure) 
are now frequently undertaken in many centres. 


_ fying manner, it is among the 


But what has struck me, as a matter of personal observation, 
is the fact that whereas these major surgical cases, to which Dr. 
Hill draws attention, nearly always pull through in a most grati- 
“small fry” of surgical opera- 
tions (orthopaedic, abdominal, ear-nose-and-throat procedures) 
in which deaths on the table occur with the most appalling un- 
expectedness which is so depressing and unnerving. It is in 
these cases, well within the limits of the days of the mask and 
bottle, that I question whether the McKesson apparatus and all 
the more modern anaesthetic impedimenta have succeeded in 
altering the anaesthetic mortality. Is it not these cases that form 
quite a percentage of deaths on the table nowadays, as well as a 
percentage of the very risky procedures? I have seen at least 
one case of this nature die quite suddenly during a McKesson 
anaesthetic in the hospital to which Dr. Hill is attached, 
although some time before he went there. Those are the 
greatest tragedies of anaesthesia, because the risk of death has 
often not been considered by the patient nor even thought of 
seriously by the doctor. I like to be able to tell my patients that 
when they submit themselves to an anaesthetic for an ordinary 
surgical procedure they take the same risk with their lives that 
they would do in crossing Piccadilly (pre-war) at midday. But 
having read the recent statistics, I wonder whether I should 
change my story. 

Since reading Dr. Hill’s letter I have taken advantage of the 
excellent facilities of the B.M.A. Library, and the Librarian has 
sent me such material as he can find which treats of the nature 
of anaesthetic deaths and states the type of machine (if any) in 
use at the time. Unfortunately there seems to be a gap in the 
literature relating to series of cases with the McKesson or other 
modern machine. What I think would provide information of 
the greatest value would be anaesthetic statistics taken over 
several thousand cases in an orthopaedic hospital, where, so far 
as possible, one is dealing with patients not suffering from dis- 
ease likely to influence the course of the anaesthetic. If the 
McKesson can justify itself in such circumstances its claims can 
no longer be in any doubt. 

Dr. Hope Simpson’s remarks (p. 653) about the Boyle 
possessing the potentialities of the H.E., the incendiary, and the 
gas bomb might surely be reserved fcr a journal with more 
humorous pretensions. I imagine that the Boyle, in one form or 
other, can be found in use in at least 90° of the hospitals of 
the British Isles. Explosions during use have generally been 
traced to static electricity through not earthing the apparatus, 
sparks from electrical instruments, or to the ignorant oiling of 
a cylinder head-piece—all regrettable accidents which might 
happen to any machine. 

In conclusion, may I again ask whether statistics of carefully 
analysed anaesthetic deaths are available, and if not, could any 
be collected from an orthopaedic hospital where for this pur- 
pose one can concentrate more on the anaesthetic and less on 
the patient’s diseased condition?—I am, etc., 


St. Ives, Cornwall. E. C. ATKINSON. 


Analytical Chemists and the E.M.S. Laboratories 


Sir,—Some concern is felt in these parts at the displacement 
of long-established analytical chemists from their private 
practices by the operation of the laboratories of the E.M.S. 
Practitioners and hospitals naturally gravitate to a free service, 
but many feel that it is a scandalous breach both of ordinary 
decent behaviour and of the principles of democracy for 
which we are supposed to be fighting thus to destroy the liveli- 
hood of members of a learned profession. So far as I know 
there are only 3 analytical chemists practising privately in the 
North-Western area; all have suffered severe loss of income, 
and in one case this loss is disabling. 

Surely pure chemists of high professional skill and stand- 
ing could be absorbed into the new order with advantage. 
Few medical biochemists in this country have sufficient 
technical knowledge to initiate research, and this possibly 
accounts for the fact that most of the advances in bio- 
chemistry come from America. It may be too late to do any- 
thing more than protest, but we can remind the Ministry of 
Health that its circular of Sept. 5, 1939, contained an under- 
taking not to interfere with normal service.—I am, etc., 


GRIFFITH EVANS, 


Caernarvon. President, North Wales Branch, B.M.A. 
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Obituary 


JAMES KERR LOVE, M.D., LL.D. 


We regret to announce the death of Dr. J. Kerr Love, which 
took place on May 31 at his home in West Kilbride at the 
age of 84. His principal appointment was that of aural surgeon 
to the Glasgow Royal Infirmary, and he was by no means 
the least distinguished member of that group which has made 
Glasgow so famous for the advancement of otology during the 
past fifty years. He was a capable and accurate writer, and 
wrote an excellent book on diseases of the ear which appeared 
in 1904, but did not achieve the popularity it deserved as a 
first-class exposition of the surgery of the ear. It is, however, 
more by his devotion to the education and welfare of deaf 
children that he will be remembered than by his skill as a 
surgeon. It was this less spectacular work that lay nearest to 
his heart, and he spared himself nothing in its pursuit. The 
deaf notoriously excite less sympathy than those who suffer 
from other infirmities, though this perhaps has begun to change, 
but in Dr. Kerr Love they had for many years a sympathetic 
and tireless champion, who wrote, lectured, and organized on 
their behalf with unflagging energy. It was this that brought 
him into contact with Helen Keller and her teacher Mrs. Anne 
Sullivan Macy, and with them he formed a friendship of 
which he wrote a fascinating account. He believed that the 
amazing achievements of Helen Keller, who lost the senses 
of both sight and hearing in early life, were rendered possible 
by the few months of normal life which preceded the attack 
of meningitis which caused the disaster. The work of Dr. Kerr 
Love was recognized by his election as president of the Section 
of Otology at the Royal Society of Medicine in 1924, and as a 
Fellow of the American Laryngological, Rhinological, and 
Otological Society, but these and other academic distinctions 
are a pale reflection of what he accomplished in the work to 
which he devoted so much of his life and most of his leisure. 
The full extent of the debt which deaf children owe to him 
will never ‘be known. 

A native of Beith, in Ayrshire, James Kerr Love was 
educated at the local Academy, at the Glasgow High School, 
and at the University of Glasgow, graduating M.B., C.M. in 
1880, and M.D. in 1888. He was of more than ordinary 
height and of distinguished appearance, and like many a son 
of the Manse was no doubt marked out for promotion from 
the first. He became F.R.F.P.S. in 1919 and the Faculty made 
him an Honorary Fellow in 1933, not long after the University 
had conferred on him its LL.D. honoris causa. Dr. Kerr Love 
served the Glasgow Royal Infirmary as aural surgeon for 
thirty years ; he had also been lecturer on diseases of the ear 
at the University, aurist to the Glasgow Institution for the 
Deaf and Dumb and to the Glasgow and Dumbarton Educa- 
tion Authorities. He served in the last war on the staff of the 
4th Scottish General Hospital with the rank of major R.A.M.C. 
He joined the B.M.A. in 1888, and held office as vice-president 
of the Section of Otology in 1912. His publications, besides 
Diseases of the Ear for Practitioners and Students, included 
a clinical and pathological study of deaf-mutism, written 
jointly with W. H. Addison in 1896; The Deaf Child, a manual 
for teachers and school doctors (1911); also a little book 
Deafness and Common-Sense (1936). He edited Helen Keller 
in Scotland in 1933, and followed it with an account of her 
childhood which we published in the Journal of Jan. 20, 1934. 


On June 8 Mr. Morey Roperts died in Hampstead in his 
85th year, thus bringing to an end a career so crowded with 
adventure and so varied in experience that it is scarcely possible 
to find a parallel in biography, ancient or modern. Tall, 
athletically built, he combined great physical strength with a 
fierce pride and mental ability of a high order. While still an 
undergraduate at Owens College, Manchester, a quarrel with 
his father sent him out as a wanderer on the face of the earth 
for a period of eleven years, during which time he earned his 
livelihood as sailor, navvy, and ranchman. Then, becoming a 
denizen of London’s Bohemia, he succeeded in earning a scanty 
income by the sale of his experiences in the form of fiction. 
As a writer of fiction he was resolute and uncompromising in 


his pursuit of truth as he perceived it, giving the unpleasant 
aspects of life an even greater emphasis than its more pleasant 
sides. At the beginning of the present century, seeking to 
understand the ties which bind mankind into societies more 
clearly, he appealed to biology for enlightenment. He conceived 
the human body as a vast co-ordinated society of cellular 
citizens, a conception, which he soon learned, had already been 
formulated by Herbert Spencer in 1851. For the rest of his 
life, right up to its end, he explored this idea seriously, while 
still earning a living by his pen. He had the rare gift of visual- 
izing accurately what biologists, pathologists, and physiologists 
had discovered in their laboratories without himself possessing 
any first-hand experience. He was—unfortunately in my 
opinion—an out-and-out Lamarckian, believing that evolution 
was solely the fruit of experience. He applied his social theory 
to explain the diseases and disorders of the human body ; 
cancer, for example, being really of the nature of a civil war. 
Mr. Roberts expounded his social theory of disease in a series 
of books beginning with Warfare in the Human Body (1920); 
Malignancy and Evolution (1926, 1934); Biopolitics (1938) ; 
The Behaviour of Nations (1941). Some of his earliest 
biological articles appeared in the pages of this Journal, then 
under the editorship of Sir Dawson Williams. 
A. K. 


Mr. GeorGe Huppy, M.S., F.R.C.S., died last month in 
Birmingham, aged 48, after a long incapacitation by illness. Dr. 
John Cahill (Blackpool) writes: Mr. Huddy was surgical registrar 
at the London Hospital in what was probably a vintage period 
in the history of that hospital. A debonair and well-liked 
young man, he seemed marked for a great career. Fortified 
by that training which every registrar of “The London” 
received, he adventured into the world of provincial surgery, 
and became surgeon to Dudley Road Hospital, Birmingham. 
It is difficult to imagine a career started under more favourable 
auspices. Dis aliter visum. He unfortunately fell a victim to 
that dreaded disease rheumatism, and eventually became a 
patient in his own hospital. Throughout the long years of his 
illness I maintained a contact with him by messages sent by 
former pupils of the great Birmingham hospital, and more recently 
by inquiry from my friend the matron of Dudley Road. His 
faded life ended on April 16. “ Sunt lacrimae rerum. . . .” 


Dr. ROBERT WILLIAM NAIRN died at his home at Farnsfield, 
Notts, on May 19, at the age of 72. He was educated at the 
University of Glasgow, where he graduated M.B., C.M. (with 
commendation) in 1891. He passed with first-class honours 
in clinical medicine, clinical surgery, pathology, materia medica 
and therapeutics, and diseases of women and children, and also 


‘won a medal in botany. After a brief spell as a ship surgeon 


he settled in practice at Farnsfield in 1894 and stayed there until 
his death. He was medical officer and public vaccinator under 
the Southwell Union. During the war of 1914-18 he held the 
rank of major in the R.A.M.C. He had been a member of the 
B.M.A. since 1895 and was chairman of the Nottingham 
Division in 1922-3. He also served on the rural practitioners 
subcommittee of the Insurance Acts Committee from 1931 to 
1938, and represented his Division at the Annual Meeting of the 
Association at Glasgow in 1922. 


Mr. H. MARMADUKE PAGE, F.R.C.S., consulting anaesthetist 
to the West London Hospital, died at his home in Hurlingham 
Court, Fulham, on June 2 at the age of 81. His father was 
W. E. Page, M.D., F.R.C.P., and his maternal grandfather was 
Robert Keate, President of the Royal College of Surgeons in 
1831 and 1839, and Serjeant-Surgeon to Queen Victoria. H. M. 
Page was educated at Charterhouse and St. George’s Hospital, 
and took the L.R.C.P. in 1885 and the F.R.C.S. in the following 
year. He was for many years anaesthetist to Guy’s Hospital 
and its Dental School and to the Belgrave Hospital for Children, 
and during the last war served on the visiting staff of the King 
George and other Red Cross hospitals in London. He joined 
the B.M.A. in 1910 and had been vice-president of the West 
London Medico-Chirurgical Society, of which he became a 
member on his appointment to the West London Hospital. 


Dr. JouN SUTCLIFFE, who died on May 28, was one of the 
last of the medical and surgical pupils to be trained in_ the 
Manchester Royal Infirmary. His father, William Sutcliffe, 
practised in Stalybridge, and John assisted him until 1875, when 
at about the age of 23 he began his student residence in the 
Infirmary. He attended Guy’s Hospital for a time, and after 
taking the M.R.C.S. diploma in 1879 was a house-surgeon at 
the Manchester Royal Infirmary, and then a resident at Monsall 
Fever Hospital, a branch of the Infirmary. Twenty years in 
general practice at Stalybridge followed, and in 1885 he added 
the L.R.C.P.Ed. to his surgical qualification. Sutcliffe was for 
a time acting surgeon to the 2nd Volunteer Battalion of the 
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West Riding Regiment and a J.P. for Stalybridge. He published 
some articles on various subjects. In 1900 he became assistant 
medical officer at Cheadle Royal Mental Hospital, succeeding 
the late Dr. Scowcroft as its medical superintendent from 1920 
to 1922, when he retired altogether from practice. For several 
years he gave the clinical lectures in mental disease for the 
University of Manchester. He was a member of the British 
Medical and Royal Medico-Psychological Associations, and at 
the Annual Meeting of the B.M.A. in 1902 he held office as 
honorary secretary of the Section of Psychological Medicine. 
A neatly trimmed moustache, promptness in action, clear and 
concise decisions, were reminiscent of his a and Terri- 
torial days. 


The following well-known medical men have died abroad: Dr. 
Juste F. Gonzaes, professor of hygiene at the medical school of 
Montevideo; Dr. FRANK Burt MALLory, ex-professor of pathology 
in the Harvard faculty of medicine, ex-president of the American 
Association of Pathology and Bacteriology, ex-director of the Journal 
of Medical Research and the American Journal of Pathology; Dr. 
FRANK R. ENGLAND, an outstanding Montreal surgeon, aged 80; Dr. 
AuGusto Duprat, an eminent Brazilian physician and philanthropist, 
president of honour of the first Brazilian Congress of Public Health, 
aged 76; and Dr. ANTonio PacEcHoO MENDES, professor of morbid 
anatomy in the medical faculty and later of clinical surgery at Bahia, 
and author of a work on beriberi. 


Medico-Leégal 


BLOOD GROUPS IN A NULLITY SUIT 


Hitherto blood-grouping evidence in civil proceedings has been 
confined to bastardy cases, where a woman asks for an order 
for a weekiy payment against the man whom she alleges to 
be the father of her illegitimate child. The characters which 
determine a person’s blood group are inherited as Mendelian 
dominants, and no person can have a blood character that 
does not appear in one or both of his parents. If, therefore, 
a child has a blood character not accounted for by the groups 
of his mother and the alleged father, then his real father must 
be some other man. 

Blood-group evidence therefore has real value in clearing 
a certain proportion—roughly one-third—of men who are 
falsely accused of paternity. These principles were recently 
applied to another class of dispute. A young officer had 
intercourse with a woman on June 15, 1940; after a few days 
she wrote to him saying she was pregnant, and under some 
pressure he married her. After a short honeymoon he left 
her, saying that he could not continue to live with her, and 
petitioned the court to grant a decree of nullity. The ground 
of the petition was one of the new ones introduced by the 
Matrimonial Causes Act, 1937, s. 7 (1): “ That at the time of 
the marriage the respondent was pregnant by some person 
other than the petitioner.” The respondent in this suit did 
not defend at the final hearing before Mr. Justice Hodson 
on Jan. 20. The petitioner proved that at the time of the 
marriage he had been ignorant of the facts alleged, that 
the proceedings were instituted within a year from the 
date of the marriage, and that marital intercourse had not 
taken place since the discovery by the petitioner of the existence 
of the grounds for a decree. These three matters must be 
proved before the court can grant a decree. Mr. L. Carnac 
Rivett then testified that on Jan. 8, 1941, the wife bore a full- 
term girl child, which could not possibly have been conceived 
as late as June 15. Dr. G. Roche Lynch said in evidence that 
on June 30, 1941, he had tested a sample of the husband’s 
blood, and on Nov. 4 samples of blood from the wife and 
the child. The parties were identified by their solicitors. The 
child’s blood grouped ABN, the mother’s BM, and the hus- 
band’s OM. The child’s A and N factors were therefore not 
accounted for by the groups of its mother and alleged father, 
and must therefore have been inherited from some other man. 
The learned judge remarked that the case was perfectly clear 
and fully proved, and pronounced a decree of nullity. 

This remarkable case with its double exclusion will doubtless 
open the eyes of lawyers to the possibilities of using blood- 
group evidence in cases of disputed paternity other than those 
brought under the Bastardy Laws Amendment Act, 1872. One 
class of case in which it might prove invaluable is the divorce 


action where the husband disputes the paternity of a child 
born in wedlock but is debarred by the rule in Russell v. 
Russell’ from saying that at the time when the child could 
have been conceived he was not consorting with the wife. 
The rule only operates against the parties to the marriage ; the 
court will hear evidence of non-access or of non-paternity from 
any other witness. Therefore, if the husband could call a 
pathologist to show that the blood groups of the three persons 
concerned excluded him as the father he would any 
succeed in proving the adultery. 


A WORKMAN’S REFUSAL OF OPERATION 


The Court of Appeal recently held* that a certain workman 
who refused to have his foot amputated was acting reasonably, 
especially as his employers had given no guarantee to provide 
him with an artificial limb and were not obliged to do so. 
Shortly afterwards the House of Lords dealt with another case 
turning on reasonableness of refusal.’ A joiner fell on his feet 
from a height and was completely incapacitated by a com- 
minuted fracture of the left ankle. In Sept., 1940, the employers 
terminated payment of compensation, alleging that his cendi- 
tion after that date was due to his unreasonable refusal to 
undergo a surgical operation. The medical evidence conflicted. 
The surgeon who had attended the man in hospital after the 
accident and had seen him many times during the next two 
years advised arthrodesis, which he said would relieve the pain 
suffered from standing and give the man a strong, stable 
limb. He described the operation as a reasonable one, without 
extra risk beyond that attending any operation, and one which 
in his own practice had given excellent results. A second sur- 
geon confirmed his view. The man’s trade union. however, 
sent him to a third surgeoa, who advised against the opera- 
tion. The Recorder of Belfast, who heard the case at first 
instance, found that the operation was one which a man in 
the workman’s condition might reasonably undergo: it afforded 
a reasonable chance of relief from pain and of ability to do 
some good, while the alternative was a lifetime of pain and 
idleness. He felt, however, that he could not hold the work- 
man unreasonable in following the advice of a competent 
surgeon. 

The Court of Appeal in Northern Ireland thought the 
Recorder was stating as a rule of law a discredited proposition 
once made by the Court of Session’: that the proximate cause 
of incapacity cannot be the unreasonable refusal of a workman 
to undergo an operation if his own medical adviser advises 
him against it. They therefore reversed the Recorder’s decision 
in favour of the workman, but the House of Lords restored it. 
They did not find that the Recorder had misstated any general 
principle of law, but that he had come to his conclusion on a 
review of all the circumstances. Lord Wright pointed out that 
the question of reasonableness is a pure question of fact. The 
judge’s findings of fact in a workmen’s compensation case 
are not subject to appeal if they are supported by any evidence 
at all, and as the Recorder did not find that the employers 
had proved the unreasonableness of the refusal the House 
would not interfere with his decision. 

Lord Wright touched on the history of this question. The 
proposition that the unreasonable refusal of a workman to 
undergo an operation causes the incapacity to cease to be 
the result of the injury after the time when the rejected 
remedy might be expected to bring about a cure is not in any 
of the Acts, but was adopted by the Court of Appeal in 1903. 
It is by now settled law; Parliament has allowed it to stand 
in revising the Acts, and it must have commended itself to 
the general sense of the community. All the same, it is not 
easy to understand or to apply ; it is a penalty provision rather 
than anything else. Lord Wright did not find it very logical 
to say that the refusal breaks the chain of causality between 
the accident and the incapacity. The effects of the accident 
remain ; moreover, the operation may not be successful if it is 
accepted. Apart from the surgical evidence, the man’s own 
physical or medical idiosyncrasy cannot be excluded. Arbi- 
trators have approached these questions in a humane and 
liberal spirit, realizing that they must make a sympathetic 


1 (1924)*A.C. 687. 

2 Redpath, Brown and Co., Ltd., v. Hayes, (1942) 1 All E.R. 298. 
3 Steele v. Robert George and Co., Ltd., (1942.1 All E. ES. 447. 

4 Gracie v. Clyde Spinning Co., Ltd., (1915) S.C. 
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estimate of the man’s personality and the special circumstances 
of the particular case. 


As the learned editor of the report remarks, workmen have. 


naturally tried to induce the courts to accept as a rule that 
if the workman’s doctor advises against the operation his refusal 
is not unreasonable. Employers, on the other hand, have 
striven to establish the opposite view: that if a competent 
surgeon says the workman’s refusal is unreasonable the 
employer has discharged the obligation which lies on him 
to prove the unreasonableness. The present decision of the 
House of Lords, therefore, makes no new law, but may 
have the useful effect of reminding lawyers and parties that the 
reasonableness or unreasonableness of a workman’s refusal to 
have an operation must be judged on a survey of all the facts, 
including the workman’s own personality. 


RECOVERY OF HOSPITAL EXPENSES 


A local authority has ample powers of recovering the cost of 
maintaining patients in its hospitals. By Section 184 of the 
Public Health Act, 1936, the available sources of reimburse- 
ment are the patient himself, or eny person legally liable to 
maintain him, or the patient’s estate if he has died; but the 
expenses must not be “recoverable from any other source.” 
A proviso follows that an authority may make an agreement 
with an association or fund for the payment of the cost of 
maintaining its members. In a recent case’ a lady was admitted 
to a county hospital and treated for cirrhosis of the liver, of 
which she died. The hospital claimed the expenses of her 
maintenance from the executor of her will, but his counsel 
argued in the county court that another source than her estate 
existed from which the expenses might be recoverable—namely, 
her husband, under his implied contract to pay for her main- 
tenance. The county court judge accepted this view and decided 
against the council. The Court of Appeal, however, corrected 
him. Lord Justice MacKinnon admitted that one of the alter- 
native sources of recovery is any person legally liable to main- 
tain the patient, but said that the words “expenses . . . not 
being expenses recoverable from any other source” are clearly 
directed to the power of a county council to make agreements 
with associations or funds for the payment of expenses incurred 
in maintaining their members. The words also, no doubt, con- 
template cases in which hospital expenses can be recovered from 
a negligent Ccriver after a road accident. The court therefore 
held that the patient’s estate was liable for the expenses. 

In passing, it is interesting to note that the statute provides 
explicitly for the recovery of expenses of maintenance, not of 
treatment. The word is probably chosen to preserve county 
councils from liability for negligent acts of their doctors and 
nurses in matters of professional skill. In theory if not in 
practice, therefore, local authorities are entitled to charge for 
maintenance only ; treatment in their hospitals is provided free. 


HOSPITAL’S LIABILITY FOR RADIOGRAPHER 


The courts have consistently held that the managers of a hospital 
not conducted for profit are not liable for damage caused by the 
negligence of a doctor or medical auxiliary performing a tech- 
nical service. The best-known statement of this rule was made 
by Lord Justice Kennedy in the famous case of Hillyer v. 
St. Bartholomew's Hospital,? in which a patient suffered 
injuries during a surgical operation and sued the governors of 
the hospital. The learned Lord Justice said that the governors 
of a public hospital, by the admission of the patient to enjoy 
the gratuitous benefit of its care, undertake that the patient shall 
be treated only by experts of whose professional competence 
the governors have taken reasonable care to assure themselves, 
and that those experts shall have at their disposal fit and proper 
apparatus and appliances. He could not, however, infer from 
the relation of hospital and patient that the hospital authority 
was liable if members of its professional staff of whose compe- 
tence there was no question acted negligently towards the patient 
in some matter of professional care or skill, or neglected to use, 
or used negligently, the apparatus or appliances which were at 
their disposal. He added that he would be prepared to hold the 
hospital authority responsible for the due performance by its 
servants of “ purely ministerial or administrative duties.” 
Several decisions have*been reported in which ex-patients have 
failed to make hospitals pay damages for injury caused by 


1 Middlesex C.C. y. Kiverstein, (1942) 1 All E.R., 596. 
2-(1909) 2.K.B., 820. 


the alleged negligence of doctors and nurses, but the case of 
Gold v. Essex County Council’ is the first in which the technician 
concerned was a radiographer. A girl of 5 was being treated 
at the Oldchurch County Hospital for the removal of warts 
from her face. The consulting dermatologist sent her to the 
radiological department with a prescription for the application 
of 1,000 units of Grenz.rays—a ray with a wave-length between 
x rays and ultra-violet light. She had several treatments before 
the one in which the injury occurred, and at these the 
radiographer screened the unaffected parts of her face with a 
rubber material lined with lead, placed over a layer of lint. As 
the warts were not removed, the dermatologist recommended a 
treatment of 2,000 units. When giving this dose the radiographer 
did not use the lead and rubber screen, but only the lint. He 
lent the mother a pair of lead-lined gloves to hold the child’s 
head in position, but a considerable area of the child’s face was 
not covered at all by the gloves, and they were intended solely 
to protect the mother’s hands. The child developed ulcers on 
her face with severe inflammation and pain, and the lower part 
of one side of her face was permanently disfigured. The radio- 
grapher had thought that the lint would be equivalent to the 
3 mm. of skin which is known to stop most of the Grenz rays, 
and Mr. Justice Tucker had no doubt that he was negligent in 
not using the proper screen. 

Counsel for the patient sought to make the hospital liable 
by alleging first that the authorities had negligently appointed 
an incompetent and unqualified man. The judge, however, 
found that he was a qualified radiographer and fuily competent 
to give the prescribed treatment. Secondly, counsel alleged 
that the hospital had failed to supply the proper rubber screening 
material, but the judge found that the material was available 
if the radiographer had cared to use it. Counsel’s third point 
was one of law: that the hospital authorities were responsible 
for the professional negligence of the radiographer, on the 
ground that a radiographer is in the same category as a nurse, 
and the hospital is responsible for the negligence of a nurse— 
at any rate outside an operating theatre. Counsel said that 
Lord Justice Kennedy’s statement in the Hillyer case was merelv 
an obiter dictum (an opinion not necessary to the decision of 
the particular case before the court), and that the judge was not 
bound by it and should not follow it. Mr. Justice Tucker, 
however, mentioned three cases‘®® in which judges have 
followed that statement and accepted it as accurate. The Hillyer 
case was also, he said. referred to in the Court of Appeal 
in Wardell v. Kent C.C.’—a workmen’s compensation case 
dealing with injury to a nurse, and nothing was then \said to 
throw any doubt on the correctness of the decision. When the 
House of Lords was hearing the appeal in Lindsey C.C. v. 
Marshall (the puerperal fever case)* Lord Wright expressly 
reserved opinion on the correctness of Lord Justice Kennedy's 
statement. Mr. Justice Tucker, therefore, felt bound to follow 
Kennedy, L.J., as his predecessors had. He referred, however. 
to the well-known dissenting judgment of Lord Alness in 
Anderson vy. Glasgow Royal Infirmary.’ In that case it was 
alleged that a nurse negligently burnt a patient with an ultra- 
violet lamp. The court found that she had not been negligent, 
but held by a majority that even if she had the hospital 
governors would not have been liable. Lord Alness, dissenting, 
could not admit the distinction which Kennedy, L.J., drew 
between professional and ministerial duties, and desired to make | 
the hospital shoulder the responsibility in such cases. Mr. 
Justice Swift said in James v. Probyn that if he were deciding 
the matter for the first time in any court he might possibly follow 
Lord Alness’s opinion rather than Lord Justice Kennedy’s. The 
Supreme Court of Canada, in Fleming y. Sisters of St. Josenh,”* 
after an exhaustive survey of the authorities, followed Lord 
Alness. Mr. Justice Tucker also suggested that, like Swift, J., 
he might have come to a different decision if he had not con- 
sidered himself bound by the decision in the Hillyer case. 

It is significant that the foundation of what may be called the 
Hillyer rule is the assumption that the hospital is rendering the 
patient a gratuitous service. In the days when the earlier cases 
were tried this was true: but for the last decade or so it has 
hardly been true at all. Both voluntary and municipal hospitals 
charge nearly all their patients something according to means, 
and patients in pay-beds sometimes have to contribute a sub- 
stantial weekly sum. No court has yet been asked to say that 
the payments made by these patients cover “ professional” as 
well as “ ministerial” services. Some day that plea will be 
made, and if it reaches the House of Lords we may see a drastic 
revision of the whole of the present legal situation. 


3 (1942) 1 All E.R., 326. 
4 James v. Probyn, British Medical Journal, 1935, 1. 1245. 
S Strangeways-Lesmere v. Clayton, (1936) 2 K.B., 11. 

6 Dryden v. Surrey C.C., (1936) 2 All E.R., 535. 

7 (1938) 2 K.B., 768. 

8 (1937) A.C., 97. 

9 (1932) S.C., 245. 

10-(1937) 2 D.L.Ru,:124; affirmed 1938, §.C.R., 172. 
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Medical Notes in Parliament 


Consultative Medical Service for Miners 


On June 11, during a debate on the Government's proposals on 
coal, Mr. MAXTON said the Government proposed to establish 
a consultative medical service for the miner. He feared that 
those who would operate this service would be discip:nary 
workers to drive men back into the pits when the ordinary 
panel doctors, who knew them, would give the necessary * sick 
lines” for absence. Colonel LANcASreR said the proposed 
medical arrangements were good, bui there should be an 
increase in rehabilitation centres. which had done excellent 
work but were too few. Could miners’ welfare funds be used 
to increase the number? 

Sir SrarrorRD Cripps said the Government desired to set up 
a medical system in the industry which would give full play 
to the powers of medical rehabilitation. Wastage would not 
be kept down by harshly returning men to the industry when 
not fit, but by preventing them from leaving the industry when 
remedial treatment might enable them to retain their position 
in it. The Government hoped this medical service would 
become a permanent part of the indusiry, and a pioneering 
system as regards other industries. Under the Government 
scheme for the mines there would, under the Controller-General. 
be a Labour Director, responsible for the welfare, safety, 
health, and working conditions of coal miners. These matters 
would come under the direct control of the Minister of Fuel 
and would be attended to by a special directorate. 

The House approved the Government proposals. 


Pasteurization of Milk 

On June 9 Mr. Davip Apams asked the Parliamentary Secre- 
tary to the Ministry of Food whether it was now decided that 
all milk for human consumption passing through milk depots 
would be pasteurized before being supplied to the public ; if it 
was intended to pasteurize all designated grades of milk below 
T.T. standard, as from records of medical officers of health 
much dangerous and unsatisfactory milk was being delivered 
under other designations ; and whether milk delivered direct 
from producers to wholesalers would be pasteurized also? 
Major LLoyp GEorGE replied that, as stated in the memoran- 
dum on milk policy which was presented to the House of 
Commons last week, milk which passed through depots would, 
so far as possible, be pasteurized before it left the depot or 
be brine-cooled and delivered to a wholesaler or retailer who 
could pasteurize the milk before supplying it to the public. 
Pasteurization would be arranged to the maximum extent 
compatible with the need for economy in transport. 

Replying further to Mr. Adams, Major LLoyp GEorGE said 
that practically all the milk going to depots was pasteurized. 
The difficulty arose with the small producer-retailer who sold 
direct. Every possible effort was made to pasteurize it, but 
some of the small people had not the machinery, and, with the 
movement of milk controlled as it was, it was very difficult in 
wartime. In the case of the milk going to the depots, however, 
practically 100° was pasteurized. 

Viscountess Astor asked if .it would not be wise to 
pasteurize all grade A milk. Dr. SUMMERSKILL inquired if 
Major Lloyd George did not think it would be in the interests 
of the country to prohibit the sale of unpasteurized milk. 
Mrs. TaTE: As many people loathe pasteurized milk, can we 
not have a free choice in the matter? No replies were given to 
these questions. 

Diphtheria in Scotland 

On June 9 Mr. VianT asked the Secretary of State for Scot- 
land how many of the 3,000 cases diagnosed as diphtheria in 
1941, which were not included in the figures of April 26, 1942, 
were found to be immunized: whether any of them were 
fatal ; and why this Department stated in February, 1942, that 
there had been 10 deaths from diphtheria in immunized children 
while the Department of Health said recently there had been 
1? Mr. JOHNSTON replied that of approximately 3,000 persons 
over 15 years old who contracted diphtheria in 1941, 31 (none 
of whom died) were reported by medical officers of health to 
have been immunized, and 42 (reported not to have been 
immunized) died. Corrected figures received from medical 
officers of health since February, 1942, showed that of the 
100 children referred to in the last part of the question 5 had 
been erroneously recorded as immunized, 1 had received only 
one inoculation, and 3 had developed diphtheria within one 
week of the last injection—that was, before immunity could 
have been effective. These 9 cases were accordingly excluded 
from the later statement. 

_ The total number of children under the age of 15 registered 
in Scotland in 1941 as having died, from. diphtheria: was 466. 
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Of this total 16 were under | year old, 265 were over 1 and 
under 5 years, 150 over 5 and under 10, and 35 over 10 and 
under 15. Mr. Johnston, when giving this information on 
June 11 to Mr. Leach, added that death certificates, on which 
registration particulars were based, did not distinguish between 
immunized and unimmunized children. He said the figure of 
419 deaths given in answer to a question on May 5 was based 
on special returns from medical officers of health dealing with 
cases where they had information on this point. 


Civilian Casualties 
Mr. ATTLEE, replying to Captain Molson on June 9, said that 
the number of civilian casualties in the British Empire from 
the outbreak of war on September 3, 1939, to September 2, 
1941, was 43,675 killed, and 50,346 injured and detained in 
hospital. These figures did not include casualties at sea among 
merchant seamen or civilians. 


Present Health and Future Well-being 

On June 9 Sir: Witson JAMESON, Chief Medical Officer of 
the Ministry of Health, addressing the Parliamentary Health 
and Housing Committee at the House of Commons, with Sir 
Francis Fremantle in the chair, summarized the health posi- 
tion in the third year of war, and quoted figures for the first 
quarter of 1942. The birth,rate, he said, was the same as that 
for the corresponding quarter of 1938 (15.3 per 1,000), and 
higher than in any other year since 1931. The death rate 
(14.6) was the lowest of all the war years. The infant mortality 
rate was 61, which was the lowest rate for this quarter ever 
recorded ; the only previous years with rates uncer 70 for this 
quarter were 1935 and 1938 with 68, and 1939 with 65. There 
had been a definite increase in the number of notifications of 
tuberculosis in the first five months of 1942 over those for a 
similar period in 1939. The increase was mainly in pulmonary 
tuberculosis. The Ministry had ordered 6 special sets of minia- 
ture radiography apparatus from the United States. In 
addition, the Ministry had a new specification for an improved 
type of machine that could be made in this country, and a 
number of these had been ordered. Steps were being taken 
to see that trained teams would be available for the handling 
of these machines, and it was hoped that towards the end of 
the year a start would be made with their use on a carefully 
planned basis. Sir Wilson said he believed that before long 
a simple and inexpensive examination of the chest of this 
nature would be part of any general medical examination. 
The Ministry was also expecting shortly recommendations from 
the special committee of the Medical Research Council set up 
to report on the wartime increase in tuberculosis. With regard 
to venereal disease, Sir Wilson said that there was far too 
much secrecy about this condition. “The sooner,” he re- 
marked, “it is dealt with openly, but with discretion, as an 
epidemiological problem like any other contagious disease, the 
better.” 

Other matters to which the Ministry was devoting much time 
and thought were the change-over from war to peacetime con- 
ditions of hospitals and general practice and the organization 
of medical schools. It had been decided that the Ministry of 
Health was the Government Department responsible for advis- 
ing on nutritional policy, and one of the Ministry’s tasks was 
to ascertain as best it could whether groups of the population 
were suffering in any degree from malnutrition. This inquiry 
was being made through the hospitals and Regional Officers, 
and by means of a special team which was now making actual 
surveys of the people in selected areas. So far these investiga- 
tions had revealed nothing disquieting, even in the third year 
of war; but a very close watch must be maintained. All this 
nutritional survey work was based on Oxford University, 
where experimental work was being done with a view to dis- 
covering easily applicable methods of assessing nutrition. This 
survey was supported by the Rockefeller Foundation, the 
Medical Research Council, and the Ministry of Health, and was 
an excellent example of co-operative effort. 

The Ministry was also continuing its programme of health 
education—both general publicity and intensive campaigns 
directed against special problems such as diphtheria and the 
spread of droplet infection. On scabies, Sir Wilson said that 
it was impossible to get accurate figures. Under the new 
Defence Regulation scabies contacts could now be followed up. 
It was really a family disease, and the Ministry hoped to use 
the gas-cleansing stations, with their spray baths, as treatment 
centres. The use of benzyl benzoate in treatment had simplified 
things considerably. 


Government’s Hospital Policy 
Mr. BROWN states that his proposals, outlined to the House 
in October last, for the future of the voluntary hospital services 
are part of the Government’s post-war hospital policy, and that 
the application of the principles mentioned will 
legislation. 
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The Services 


The M.C..was awarded to Capt. F. J. H. Des V. de Marigny, 
S.A.M.C., on October 21, 1941, in recognition of brave conduct 
in the Abyssinian campaign. 


The King has ordered the publication of the names of the 
foilow:ng who have been mentioned in dispatches by Air 
Officer Commanding-in-Chief : 


Air Commodore T. J. Kelly, M.C. : Group Capts. G. S. Marshall, 
O.B.E., V. R. Smith, H. W. Corner, A.F.C. (Acting) (missing believed 
killed), and C. J. S. O'Malley (Acting); Wing Cmdrs. G. W. 
McAleer, J. C. Neely, and P. B. L. Potter; and Squadron Leaders, 
F. G. Mogg, V. T. Powell, C. E. G. Wickham, W. Simpson (Acting), 
and D. M. Wallace (Acting). 


CASUALTIES IN THE MEDICAL SERVICES 

Temp. Surg. Lieut. CectiL JAMES MILLIGAN, R.N.V.R., who 
was reported missing in the Journal of March 28, is now pre- 
sumed lost in action in November, 1941, in H.M.S. Dunedin. 
He was born on July 26, 1909, and was educated at the Univer- 
sity of Cambridge, where he graduated B.A., and at University 
College Hospital, qualifying M.R.C.S., L.R.C.P. in 1939. He 
held the posts of resident medical officer at Ashford (Kent) 
Hospital and temporary physician at the Margaret Street 
Hospital for Diseases of the Chest, London, where his father, 
Dr. W. A. Milligan of Upper Brook Street. is physician. He 
leaves a widow. He was a member of the B.M.A. 


Missing.—Capt. G. I. G. Findlay, R.A.M.C. 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 

In England and Wales during the week there was a decline 
in the incidence of most of the infectious diseases, especially 
whooping-cough and acute pneumonia, which were 164 and 
276 below the previous week's total. A rise, 758 cases, again 
occurred in the notification of measles, and a small one was 
reported in the incidence of dysentery, 13 cases. The decline 
in the notification of acute pneumonia was general throughout 
the country. In Lancashire, Yorks West Riding, and Wales the 
cases were 41, 37, and 44 fewer than in the previous week. 

Although the number of notifications of diphtheria has 
fluctuated a good deal during recent weeks, the tendency has 
been towards a lower incidence. The number of cases is now 
at the same level as that for the corresponding period of 1940 
and about two-thirds of the 1941 value. During the past week 
one-third of the weekly total has been notified in the Counties 
of Lancashire and Yorks West Riding. Unfortunately no 
information is available as to age and sex of the cases of 
diphtheria, but it seems likely that the proportion of young 
adults is larger now than before immunization was introduced. 
Some cases have been reported among the staff of children’s 
homes; it is thought that some children who, if they had not 
been immunized, would have developed clinical diphtheria and 
would have been isolated, have acted as diphtheria carriers. It is 
probable that the risk of exposure to infection of nurses is 
greater now than it was. 

As a result of an average weekly rise of 800 in the notifica- 
tions of measles during the past month, the incidence has 
increased by 75°. This tendency. at first confined to only 
a few counties, is becoming general throughout the country. 
Hertfordshire. with 97 cases more than in the preceding week. 
is the latest county where measles is becoming prevalent. The 
largest increases during the week reviewed were those of Essex 
151, Lancashire 144, and Middlesex 115. 

The principal local outbreaks of dysentery were those of 
Yorks West Riding. Wortley R.D. 31: Surrey, Sutton and 
Cheam M.B. 9: Oxford. Banbury R.D. 10. 

In Scotland there was a large rise in the notifications of 
measles ; 990 cases weré recorded. 400 more than in the pre- 
ceding week. The two main centres of infection were 
Glasgow. where the cases rose from 490 to 785. and Lanark 
County, with 124 notifications compared with 10 in the previous 
week. A _ higher incidence was aiso reported for cerebro- 
spinal fever, dysentery. scarlet fever, and whooping-cough. 

In Eire one case of tvphus fever was notified in the urban 
district of Westport. Co. Mayo. 

In Belfast the epidemic of measles continued, 372 cases. 41 
more than in the preceding week. being notified. 

Returns for the Week ending June 6 

The notifications of infectious diseases in England and Wales 
included the following cases: scarlet fever 1.058. whooping- 
cough 1,137, diphtheria 583. measles 7.279, acute pneumonia 
794, cerebrospinal fever 127, dysentery 100, paratyphoid 10. 
typhoid 5. 


No. 21. 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 30. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for; (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county). (c) The 16 principal towns in Scotland, 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland, 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no available return. : 


1942 1941 (Corresponding Week) 
Disease 
(a) | (b)| (c) | (d) | (e) (a) | (c) | (d) | 
Cerebrospinal fever .. 146 6| 48 3 5 274| 16) 47 | 7: 
Deaths 1 1 8 
Diphtheria 636} 29) 161] 44) 27 943] 43) 236) 29) 34 
Deaths ay 16) — 4 1 3 25 y: 5} 4 4 
Dysentery 110 8} 50) — | — 95 6| 42) —}— 
Deaths — 1) — 
Encephalitis lethargica, 
acute 4 — 1 1] — — 1] — 
Enteric (typhoid and 
paratyphoid) fever 53} 4) 36 6} — 
Deaths 1) — 1) — | — 
Erysipelas 54 8 5 38} 11 4 
Infective enteritis or 
diarrhoea under 2 
years ae 28 
Deaths 37 5 8 4 35 6 
Deaths 9 3 1) — 


Ophthalmia neonatorum 92} 10) 11 1 1 86 7 21 


Measles oe | S07 374 393) 170 9 
Deaths 


Paratyphoid fever ze 5 
Deaths as 


Pneumonia, influenzal* 861 8) 66 1,224 44 6 4 
Deaths (from influ- 


enza) 12 


Pneumonia, primary .. 
Deaths 


Polio-encephalitis, acute 1 
Deaths 


Poliomyelitis, acute 
Deaths 


Puerperal fever 
Deaths 


Puerperal pyrexia ae 153 
Deaths 


Relapsing fever 
Deaths 


311 —| 3 124] 4 


Scarlet fever .. 1,091 
Deaths as 1 


Small-pox — 


Typhoid fever... 4,1 
Deaths 


3 
Typhus fever .. — —|— 1 
Deaths 


Whooping-cough se £93) 403 SZ 
Deaths 
Deaihs (0-1 year) 299} 38] 5 
Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 


births) Re .. | 3,859] 541] 574] 193] 140] 5,265) 753) 680) 185) 170 
Annual death rate (per 
1,000 persons living) 12-9] 12:9] tf 14-8] 12-3 14-9 
Live births... | 5,835] 954] 300} 5,099| 456] 89-2} 406] 201 
Annual rate per 1,000 
persons living... 19-7} 27-4) + 18-1] 26-9] 17-6 
Stillbirths... .. | 206] 20) 40 210| 48 
Rate per 1,000 total 
births (including 
stillborn) .. 40 


| 


* Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

+ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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LETTERS, NOTES, AND ANSWERS BritisH 


MEDICAL JOURNAL 


Medical News. 


The annual general meeting of the Food Education Society will 
be held at Gordon House, 29, Gordon Square, W.C.1, on Tuesday 
next, June 23, at 2.30 p.m. with the new president, Lord Horder, in 
the chair. A manifesto will be submitted to the meeting for its 
approval on a campaign for growing better focd. 


Dr. William Evans will deliver the Strickland Goodall Memorial 
Lecture on “ Triple Rhythm” at the Society of Apothecaries of 
London, Black Friars Lane, Queen Victoria Street, E.C., on 
Wednesday, June 24, at 5 p.m. 


At the next meeting of the Medical Society for the Study of 
Venereal Diseases to be held at 11, Chandos Street, W.1, on 
Saturday, June 27, at 2 p.m., Captain H. C. Hair, R.C.A.M.C., will 
read a paper on ‘‘ Some Experiences with the Rapid Massive 
Arsenotherapy in the Treatment of Syphilis.” The annual general 
meeting will be held on July 25 at 2 p.m., and Mr. Aleck Bourne 
will give an address on ** Non-gonococcal Vaginal Discharges.” 


At a public inquiry held in Glasgow before Sheriff-Substitute 
Wellwood Johnston a formal verdict was returned on eleven men 
and three women belonging to Glasgow, Clydebank, and Renton, 
that they all died from irritant poisoning by methyl alcohol. A 
police sergeant said that three drums of methyl alcohol, each con- 
taining 54 gallons, were lying for some time at Rothesay Dock. 
When these were removed from the quayside a number of holes 
were found in one drum, which was only half full ; another was 
two-thirds full, and the last was intact. The spirit, of American 
origin, was used in the manufacture of paint, varnish, and rubber 


products. The Glasgow city analyst said that the ordinary industrial- 


methylated spirit contained 95% ordinary alcohol and 5% methyl 
alcchol. A sample of the American spirit examined by him con- 
tained 999% methyl alcohol. 


A meeting has taken place to discuss the question of advice to be 
ziven to local authorities as to whether they should lay orders with 
British manufacturers for mass radiology units. After discussion, in 
which Lord Dawson, Brigadier McGrigor, L. Cochrane Shanks, and 
officers of the Ministry of Supply and Ministry of Health took part, 
it was decided to recommend that, in view of the shortage of per- 
sonnel and material, apparatus for mass radiography for the civilian 
population should be placed for the time being under the direction 
of the Ministry of Health. The highest priority in British manu- 
facture should be given to provide, as soon as possible, sufficient sets 
of apparatus, according to the specification of the Technical Sub- 
committee of the Tuberculosis Committee (M.R.C.), for investigation 
among the civilian population in conjunction with the Services wisich 
are concerned in the examination of their personnel, The committee 
considered that within the next twelve months a minimum of 50 sets 
of apparatus would be required for these purposes. 


The William Osler Medal of the American Association of the 
History of Medicine has been awarded to John T. Barrett of the 
School of Medicine of Boston University. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THE EDITOR, British MepicaL JourNAL, B.M.A. 
House, Tavistock Square, LoNpon, W.C.1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1. on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

and B.M.J.: EUSTON 2111. 

ELEGRAPHIC ADDRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, Lotion. 


B.M.A. ScortisH OrFice: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


‘ Circulatory Symptoms after Vitamin B 
ZYME” writes: Mention of the effects of hypervitamincsis 
in a recent discussion by the B.B.C. “ Brains Trust” prompts 
me to write about a case seen by me a few months ago. An 
elderly patient, who had a chronic eczema, was told to take a 
teaspoonful of pure yeast twice a day. This appeared to cause 
tachycardia and a moderate elevation of blood pressure; both 


symptoms disappeared on leaving off the yeast. Perhaps some of 
your readers may have had a similar case, which may be worth 
recording. We frequently ‘read about avitaminosis in the medical 
press, but seldom about hypervitaminosis. Is an increase in pulse 
rate a recognized effect of administration of vitamin B? 


Income Tax 


Additional Appointment 

W. H. held a full-time appointment throughout 1939-40, the salary 
being £600. During 1940-1 he accepted a second appointment 
at £360 a year, the salary of the first being reduced to £400 a year. 
For the income-tax year 1940-1 he is being assessed on £690 
(previous year’s basis) plus £220, the amount received in that year 
from the second appointment. A similar basis is being applied 
to 1941-2, with the result that for each year W. H. is asked to pay 
on more than he received. 

** This result is obviously unfair. We suggest that W. H. 
should ask the inspector of taxes to treat the old appointment as 
having ceased and recommenced on the new basis. If he is unable 
to agree we suggest that a request for further consideration of the 
facts should be sent to the Chief Inspector of Taxes, Imperial 
Hotel, Llandudno. . 


Fees handed over to Municipal Authority 
“ R.M.S.” is a whole-time M.O. te a municipal authority. He has to 
see patients outside the hospital: fees have to be charged for such 
visits, but are required to be handed over to the authority. Musi 
such fees be returned by “‘ R.M.S.” as income liable to tax? 
** No—under the conditions set up by the terms of his engage- 
ment “ R.M.S.” is merely a conduit for passing the fees to the 
authority, and they are not chargeable to tax as his income. 


LETTERS, NOTES, ETC. 


Chest Radiography 

Dr. E. N. Ramsrortom (Salford) writes: I am sorry to read the 
note from Dr. Bernard Leggett (May 16, p. 630) referring to a 
letter of mine on the standard of chest radiography (April 25), 
as his views, in my opinion, are decidedly retrograde. I should 
have thought that for the highest quality chest films the technique 
using 40 inches distance was dead and buried. There is no doubt 
that at this distance shadows on the chest film are distorted, and I 
went through this stage of using 60 to 80 mA some 10 years ago, 
having gradually worked up during the past 18 years from gas 
tubes through the whole gamut of improvements in x-ray engineer- 
ing, I quite agree that for some portion of routine chest work such 
a technique is quite adequate where lesions are of a gross character, 
but this correspondence arose out of a pamphlet issued by the 
N.A.P.T., and my letter was mainly concerned with the need for 
films of the finest technique in the diagnosis of early cases of 
pulmonary tuberculosis. I long since abandoned the 40 inches 
distance and experimented for a considerable time with the full 
2 metres distance, but I found that there was no appreciable differ- 
ence between 5 feet and 6 feet, and as the shorter distance entailed 
much less strain on the x-ray apparatus it was finally adopted. 
Dr. Leggett questions whether such an apparatus as mine should 
be operated by an intelligent nurse, but I can assure him that with 
shock-proof plant and delayed action switch so that the anode 
can attain its full number of revolutions before exposure, an 
intelligent nurse can produce excellent results free from risk with, 
of course, the medical officer in charge being in attendance at 
each session in order to supervise the work generally. My plant 
is never used more than “ half out,” and our x-ray tubes have all 
died a natural death from being worn out, never from being 
overloaded. Perhaps forty years as an enthusiastic amateur 
photographer and two years’ study of electrical engineering before 
entering the study of medicine has helped me in my work. 


‘Paraffin Molle for Burns 
Dr. D. L. Hemmincway (Richhill, Co. Armagh) writes: It appears 
that large quantities of paraff. molle are now being supplied to 
first-aid posts for the treatment of burns. Surely there is nothing 
worse as a burn dressing than a greasy or oily substance. I should 
be most interested to know what virtue has been found in paraff. 
molle to justify its appearance as even a first-aid burn dressing. 


Corrigenda 
In the article by Wing-Commander R. D. Gillespie entitled 
“German Psychological Warfare’ (Journal, April 4, p. 445) 
General Haushofer is referred to as head of the Military Academy 
at Munich. This was a mistake. Haushofer was professor of 
geopolitics at the University of Munich, and editor of the 
German periodical entitled Zeitschrift fiir Geopolitik. We may 
take the opportunity of correcting two other minor errors. 
“ Clausewitz in 1916’ should, of course, have read ‘* Clausewitz 
in 1816,” and we must apologize to Mr. Harold Nicolson for 


wrongly spelling his surname with an “h.” 
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